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In 1876, when medicine shows 
and wooden Indians were contemporary 
—and Eli Lilly and Company had just begun—prescriptions which read ft. elect. (fiat electuarium), 
meaning let an electuary be made, were common. 
Since then, the compounding of crude medicinal confections in apothecary shops 
has given way to the manufacture of standardized lozenges 
in pharmaceutical laboratories. In place of the many venerable 
but outmoded activities which occupied the time of his predecessor, constant study 
of an ever-increasing amount of scientific data 
is required of the modern pharmacist. The result is accurate dispensing 


of improved pharmaceuticals—such as Lilly’s. 


« (“CY ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A; 
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-wide USE 
-wide ACCLAIAA 


CHLOROMYCETIN’s world-wide reputation stems from its ability to 
produce rapid, clinical response in a wide variety of infectious diseases — 
bacterial, viral and rickettsial. Numerous reports and the experience of 
daily practice confirm its 


clinical efficacy + high tolerance 
wide spectrum ¢ high blood levels 


CHLOROMYCETIN, a pure crystalline compound of definite molecular 
structure, is the only antibiotic produced on a practical scale by chemical 
synthesis. This unique feature means unvarying composition for depend- 
able therapeutic results, freedom from extraneous material, and infrequent 


side effects. 


CHLOROMYCETIN (Chloramphenicol, Parke-Davis) is supplied in a number of 
forms, including Kapseals® of 250 mg., and capsules of 50 mg. 


A 
9 


COM PAN Y pernoir 22, 


i 

4 

% 
| 
| 
| 
] 
3 

+ 

i 
x 

= 

4 

= : 

. 

» 
E R 
‘ 
Py 


DEXTROGEN 


water,* it yields 


Ready to use and in liquid form, Dextro- 
gen is a concentrated infant formula, 
made from whole milk modified with 
dextrins, maltose, and dextrose. In addi- 
tion, it is fortified with iron to compen- 
sate for the deficiency of this mineral in 
milk. Diluted with 114 parts of boiled 
a mixture containing proteins, fats and 


carbohydrates in proportions eminently suited to infant 


feeding. In this dilution it supplies 20 calories per ounce. 


The higher protein content of normally 
diluted Dextrogen—2.2% instead of 
1.5°) as found in mother’s milk— 
satisfies every known protein need of the 
rapidly growing infant. Its lower fat con- 
tent makes for better tolerability and 
improved digestibility. 


Dextrogen serves well whenever artificial feeding is indi- 


cated, and is particularly valuable when convenience in 


formula preparation is desirable. 


*Applicable third week and thereafter; 1:3 for first week, 1:2 for second week, 


THE NESTLE COMPANY, INC. 


COLORADO SPRINGS, COLORADO 
Makers of Nestlée’s Evaporated Milk 


*‘No Finer Milk Can Be Produced’’ 


NOTE HOW SIMPLE 
TO PREPARE 


All the mother need do 
is pour the contents of 
the Dextrogen can into 
a properly cleaned 

uart milk bottle, and 
ill with previous! 
boiled water. Makes 3 
oz. of formula, ready 
to feed. * 
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this new Upjohn plant has 
been in full production. 

It is the culmination of i 
five years of planning and 

four years of building. 

These greatly expanded 

Upjohn facilities keep pace 

with rapid advances in 

medical research, 


Medicine... Produced with care...Designed for health 


THE UPJOHN COMPANY. KALAMAZOO, MICHIGAN me. 


4) 
, 
4 
4 4 
? 
= 
ee 
ie 
3 
‘ 
: 


DELAWARE STATE Mepicat JOURNAL JUNE, 1951 


To 
Maintain 


Cartose is a carefully proportionéd mix- ~~ 
ture of dextrins, maltose ang/dextrose. Low rate of fermentation. — 


Since each of these corhydrates has ow incidence of digestive 
disturbances. 


Bottles of 1 U. S. pint. 


a different rate offassimilation, a 
steady supply of carbohydrate is re- 
leased for “spagéd” absorption. Write for formula blanks. 


"Compatible with oll 


INC. NEW YORK 13, N. Y. 


Cartose, trademark reg. U. S. & Canada 
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SOPRONOL IN DERMATOPHYTOSIS 
(Athlete’s Foot) 


Effectiveness and Safety Proved in Clinical Practice 


Two recent reports on SOPRONOL therapy establish its value. 


1. “*Propionate-caprylate mix- 
tures...proved superior to other 
local medications used in 10 pa- 
tients observed during this study 
.--.No instances of irritation 
or sensitivity were observed.”! 

“In this series of 39 patients 
...the conclusion is reached 


that propionate-caprylate 
treatment is eminently effec- 
tive... None of the patients 
complained of irritation 
there was no evidence of sensi- 
tization. On the contrary, pre- 
existing ‘id’ areas ppeared 
during treatment.”? 


1. Nettleship, A.: Arch. Dermat. & Syph. 61 :669, 1950 
. Brewer, W. C.: Arch Dermat. & Syph. 61 :681, 1950 


Sopronol therapy is a therapy of choice with physician after physician. 


SOPRONOL 


PROPIONATE-CAPRYLATE COMPOUNDS Wyeth 


OINTMENT POWDER 


um Calcium propionate 
ey acid .. 27 Zinc propionate 
ium Zinc caprylate . 
Inert ingredients 
2 and 5 oz. canisters 


5 

0 
Inert redients 69. 

10. 


1 oz. tubes 


SOLUTION 
15.0% Sodium 12.3% 
ome 

i . 10. 

sulfosuccinate . 0.1% 
Inert ingredients 74.9% 

inci 
Alcohol 125% 


Incorporated, Philadelphia 2, Pa. 
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For HIGH Pollen Levels— 


HIGH 
Antihistaminic Potency 


Neo-Antergan is characterized by high 
antihistaminic potency—and a high index 
of safety. It affords prompt, safe, sympto- 
matic relief to the allergic patient during 
distressing periods of high pollen levels. 


Neo-Antergan is available on prescription 
only, and is advertised exclusively to the 
medical profession. 


* * * 


Available in coated tablets of 25 mg. and 50 mg. in 
bottles of 100, 500, and 1,000. 


The Physician’s Product 


NEO-ANTERGAN 


MALEATE 


(Brand of Pyrilamine Maleate) 
(Formerly called Pyranisamine Maleate) 


MERCK & CO., INC. 
Manufacturing Chemists 
RAHWAY, NEW 
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“In addition to the relief of hot 
flashes and other undesirable 
symptoms (of the climacteric), 
a feeling of well-being or tonic ef- 
fect was frequently noted” after 
administration of “Premarin” 


Harding, F. E.: West. J. Surg. Obst. 
& Gynec. 52:31 (Jan.) 1944 


“It (‘Premarin’) gives to the pa- 
tient a feeling of well-being” 


Glass, S. J., and Rosenblum, G.: 
J. Clin. Endocrinol, 3:95 (Feb.) 1943 


the clinicians’ evidence 


of the “plus” in 


“Premarin” contains estrone at 
fate plus the sulfates of equilin 
equilenin, §-estradiol, 
§-dihydroequilenin. Other and 
B-estrogenic ‘‘diols”’ are also 
present in varying amounts as 
water-soluble conjugates. 


Ayerst, McKenna & Harrison Limited 
sore 22 East 40th Street, New York 16, N. Y. 


“All patients (53) described a 

_ sense of well-being” following 

“Premarin” therapy for meno- 
pausal symptoms. 


Neustaedter, T.: Am. J. Obst. & 
Gynec. 46:530 (Oct.) 1943. 


“General tonic effects were note- 

worthy and the greatest percent- 
age of patients who expressed 

clear-cut preferences for any 
drug designated ‘Premarin?” 


Perloff, W. H.: Am. J. Obst. & 
Gynec. 58 :684 (Oct.) 1949. 3 


Four potencies of “Premarin” 

permit flexibility of dosage: as 
mg., 1.25 mg., 0.625 mg., 

03% mg. tablets; also in 

form, 0.625 mg. in each 4 cc. qa 

teaspoonful). 


Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 
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FACTUAL 


SUCARYL 


(CYCLAMATE, ABBOTT) 


the new heat-stable, non-caloric sweetener 


War IT 1S: SUCARYL is a new non-caloric sweetening agent useful 

in the preparation of sugar-restricted diets for diabetic and obcse patients. 
Its function is to supply the desired sweetness without adding carbo- 
hydrate, thereby making it easier for patients to adhere to a strict 

dietary regimen. SucaRYL is heat-stable, which permits its use in boiling, 
baking, canning and freezing processes without loss of sweetness. As a 
result, SUCARYL can be used in a great variety of foods. It has a sugar-like 
sweetness and leaves no bitter or metallic aftertaste in ordinary use. 


Pes SUPPLIED: Now in calcium as well as sodium forms. Handy-to- 
carry SucARYL Sodium tablets, eighth-gram, effervescent, grooved, 

in bottles of 100 and 1000; SucaryL Sodium Sweetening Solution, liquid 
form convenient for household use, in 4-fluidounce bottles; and SucARYL 
Calcium Sweetening Solution, newly developed non-sodium form 

for low-salt diets, in 4-fluidounce bottles. 


a USAGE: Recommended daily limit for adults, 12 tablets 
_ : or about 112 teaspoonfuls of solution. Since the tablets contain sodium 
4 bicarbonate as a disintegrator, somewhat lower sodium diets are possible with 
the sodium solution than with the tablets. Sodium content per tablet is 
: 21.64 mg., while an equivalent amount of sodium solution contains 14.25 mg. 
Patients on strict low-salt diets, however, should use the calcium solution. 
The calcium form has a lower bitter taste threshold, noticeable in some 
foods when the proportion reaches 0.5 percent, compared to about 0.8 percent 
for the sodium form, Both forms are equally good in ordinary use. 


Nee. ENLARGED RECIPE BOOKLET is now available. Contains canning and 
freezing instructions, plus new recipes for cooked and baked foods 

sweetened with SucaryL. Recipes save 15 percent or more in calories. To obtain 
copies for your patients, see your Abbott representative, or simply write 
“SucaryL Recipe Booklets,” specifying the number you need, on your 
prescription blank and mail to Abbott Laboratories, North Chicago, Illinois. 


Professional literature and a sample bottle of Obtrott 
SucarYL Sodium tablets also will be sent on request. 
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HAY FEVER 


even when the pollen count is high 


TRIMETON, one of the more potent antihistamines, has . 
consistently provided symptomatic relief in a high proportion of hay fever ‘ 
patients regardless of the pollen count. 


In severe hay fever, at least 75 per cent of patients 
experience relief; as many as 90 per cent of patients with mild symptoms 
are benefited. A relatively low incidence of side effects 
assures uninterrupted therapy for optimum results. "s 


(brand of prophenpyridamine) . 
TrimeToN—indicated in all allergic states responding to antihistamines. 


CORPORATION BLOOMFIELD, N. J. 
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A RECENT study! of the health 
and nutritional status of 200 
elderly patients and their dietary habits 
pet their food intake to be deficient 
in iron, calcium, protein, and, partic- 
ularly, B complex vitamins. In many 
instances the lassitude and premature 
weakness of the elderly are due to such 
deficiencies. 

Correction by increased intake of or- 
dinarily eaten leds often proves diffi- 
cult. The quantities that would have to 
be eaten frequently are more than the 
individual can consume comfortably. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovaltine, each made of 
Yo oz. of Ovaltine and 8 oz. of whole milk,* provide: 


CALCIUM. .... 
PHOSPHORUS. . . 
IRON 


AN IMPORTANT FACTOR IN OLD AGE 


Ovaltine in milk—a tasty, readily ac- 
cepted and easily digested food supple- 
ment—offers a simple solution to this 
problem. Its wealth of biologically ade- 
quate protein, quickly utilizable carbo- 
hydrate, and needed vitamins and 
minerals, serves well in the aim of bring- 
ing nutrient intake to optimal levels. 

The nutritional contribution of three 
servings of Ovaltine in milk (the recom- 
mended daily amount) is defined in the 
appended table. 


1. Bortz, E. L.: Management of Elderly Patients, 
Postgraduate Med. 3:186 (Mar.) 1950. 


. 


. . Gm. 6.8 mg. 
. . .0.94 Gm. VITAMINC. ...... 30.0 mg. 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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Hydrochloride Crystalline 


Effective against many bacterial and rickettsial infections, 
as well as certain protozoal and large viral diseases. 


The Pediatrician has found that aureo- 


mycin is promptly and fully effective in his young patients. Infections 
in any part of the respiratory tract, due to susceptible organisms, are 
as a rule readily controllable by its means, as are most meningeal 
infections caused by staphylococci, streptococci, pneumococci, H. 
influenzae and E. coli. In the infectious diarrhea of infancy, aureomycin, 
in conjunction with fluid and electrolyte replacement, has given excel- 


lent results. Aureomycin 1s a drug indispensable to pediatric practice. 


Packages 


Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION 


AMERICAN id COMPANY 


30 Rockefeller Plaza, New York 20, N. Y. 
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Doctor, you probably have read a great deal of cigarette 
advertising with all sorts of claims. 


: So we suggest: make this simple test... 


Take a Puitip Morris—and any 
other cigarette. Then, 


Light up either one. Take a puff 
—don't inhale — and s-l-o-w-l-y 
let the smoke come through your nose. 


ys Now do exactly the same 
9 thing with the other cigarette. 


Then, Doctor, BELIEVE IN YOURSELF! 


PHILIP MORRIS 


Philip Morris & Co. Ltd., Ine. 
100 Park Avenue, New York 17, N. Y. 
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a[new|drug... 
for the treatment of ventricular arrhythmias 


PRONE STYL Hydrochloride 


Squibb Procaine Amide Hydrochloride 


+ + as +- +4 — 
L 
~- -- - + ‘ 
+ 
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Oral administration of Pronesty] in doses of 3-6 grams 
per day, for periods of time varying from 2 days to 
3 months, produced no toxic effects as evidenced 
by studies of blood count, urine, liver function, 
blood pressure, and electrocardiogram. Pronestyl 
may be given intravenously with relative safety. 


PRONESTYL. 18 A TRADEMARK OF & SONS 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles of 100 and 1000. 
Pronesty! Hydrochloride Solution, 100 mg. per cc., 10 cc. vials. 


For detailed information on dosage and administration, write for 
literature or ask your Squibb Professional Service Representative. 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858, 
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Depends on Correct 


Only 47.1 per cent of patients can be fitted with a size 
70 or 75 diaphragm! (the most commonly prescribed sizes). 

About 28 per cent are fitted with sizes 80 and 85, and 
18 per cent with sizes 60 and 65.' 

Thus, the need for correct fitting and a wide range of 
diaphragm sizes is evident. A diaphragm which is too small or too 
large will not block access to the cervix along the anterior wall.? 


Ramses’ Patented Flexible Cushioned Diaphragms are available 
in sizes ranging from 50 to 95 millimeters inclusive, in gradations of 
5 millimeters. 

Only the “ramses” Diaphragm is made with the comfort- 
assuring patented cushioned rim. Only the “ramses” Diaphragm i 
made with a velvet-smooth pure gum rubber dome. 

The “RAMSES” Diaphragm is intended for use with "RAMSES” 
Vaginal Jelly to provide optimum protection for the patient. 
1. Clork, Le M.: The Vaginal ~~ St. Lovis, C. V. Mosby Company, 1938; p. 43. 


2. Dickinson, R. L.: Techniques of Conception Control. Baltimore, Williams & Wilkins 
Company, 1950; p. 17. 


Hf of division 


423 West Street, New York 19, N. Y., 
quolity first since 1883 


Unretouched photomicrograph of 
the dome (enlarged 10 diameters) 
and the rim (inset) of a “RAMSES” 
Flexible Cushioned Diaphragm. 


Unretouched photomicrograph 
of the dome (enlarged 10 diam- 
eters) and the rim (inset) of 
@ conventional-type diaphragm. 
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Photograph of patient 27 Patient experiences great : 
years old. Trouble began relief with application of : 
nine months ago when Camp reinforced Lumbo- ‘ 
lifting her baby as it sacral Support. Rest and i 
grew toward one year support is given to the 4 

of age. Back pain at lumbosacral joint, its liga- 

lumbosacral joint is per- ments and to the erector 

sistent; radiating to the spinae muscles, thus im- 

abdomen. Made worse proving the body me- 

by cold damp weather chanics, note especially 
and prolonged walking. the decreased dorsal 3 
curve. The downward ‘ 
pull of the gluteal muscles 4 
on the posterior crests 4 


of the ilia is relieved. 


Camp Orthopedic Supports help many patients i 
suffering from osteo-arthritis of the spine , 


When the dorsal region of the spine is involved, higher 
supports than the one illustrated are provided by Camp. 
All lend themselves readily to reinforcement. 


S. H. CAMP & COMPANY ° Jackson, Michigan 
World's Largest Manufacturers of Scientific Supports 
OFFICES INNEW YORK * CHICAGO + WINDSOR, ONTARIO * LONDON, ENGLAND 
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ESSENTIALS OF AN ANTIBIOTIC 


rapid absorption and distribution 


mm maternal body fluids and tissues 


Rapid absorption and distribution following oral administration suggest 
the use of Terramycin as an effective aid in combating puerperal infection. 
Therapeutic serum and tissue levels are quickly achieved, to control many 
infectious processes which may complicate pregnancy or labor. In pyelitis 
of pregnancy caused by a sensitive organism, for example, patients respond 
to Terramycin “...very promptly...” with “...a prompt drop in temperature, 
disappearance of pyuria and bacilluria, znd symptomatic relief.” 


broad antimicrobial spectrum 


The antimicrobial spectrum of Terramycin encompasses pathogens respon- 
sible for many of the infections which may complicate pregnancy, e.g., 
streptococci, staphylococci, pneumococci, coliform bacteria, gonococci, 


and the viral-like causative agent in lymphogranuloma venereum. 


1. Douglas, R. G.; Ball, T. L.. and Davis, I. F.: 
California Med. 73:463 (Dec.) 1950. 


2. Pratt, P. T.: Nebraska State M. J. 35:294 (Sept.) 1950. 


ANTIBIOTIC DIVISION 
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PATIENTS 


rapid passage through 


the placental membrane 


Terramycin readily traverses the pla- 
cental membrane and becomes avail- 
ee ok se able in the fetal circulation to combat 
ee. Fd or prevent fetal infection, said to be a 
frequent cause of premature labor or 
abortion. In both mother and fetus 
“very prompt response” with Terra- 
mycin treatment has been recorded in 
pheumococcic pneumonia complicat- 


ing pregnancy.” 


aed 


(COUNCIL OF 
PuARMALY 


(WEMISTRY 


The growing literature continues to stress: 


1. The broad-spectrum activity of Terramycin 
against organisms in the bacterial and rickettsial as well 
as several protozoan groups. 


2. The promptness of response to Terramycin 
in acute and chronic infections involving a wide range 
of organs, systems and tissues. 

Crystalline Terramycin Hydrochloride ts available as: 

CapsuLes, 250 mg., bottles of 16 and 100; 100 mg., bottles of 25 and 
100; 50 mg., bottles of 25 and 100. 
Exixir (formerly Terrabon), 1.5 Gm. with 1 fl. oz. of diluent. 
INTRAVENOUS, 10 cc. vial, 250 mg.; 20 cc. vial, 500 mg. 


CHAS. PFIZER ® CO., INC., Brooklyn 6, N.Y. 
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As at the other end of the age gamut, optimal nutrition can make 

a tremendous difference in the vigor and stamina of the oldster."°*" 

Many geriatricians stress the importance of vitamin C in the management 
of geriatric diets,”** and recommend a fully adequate intake*® of citrus fruits 
and juices (so often neglected by older people) —because of their high 
content of this essential vitamin and of other nutrients. Fortunately most 
everyone likes the taste of Florida citrus fruits and juices. They may 

be served in a variety of ways, and—under modern techniques of processing 
and storage, whether fresh, canned or frozen—they can retain their 
ascorbic acid content,?.? and their pleasing flavor,‘ in very high degree 

and over long periods. 


FLORIDA CITRUS COMMISSION + LAKELAND, FLORIDA 


7 


Citrus fruits—among the richest known sources References: 

of Vitamin C—also contain vitamins A and B, readily Chideche. 
assimilable natural fruit sugars, and other factors, je . 
such as iron, calcium, citrates and citric acid. 


Oranges - Grapefruit - Tangerines 
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G. R.: Food Research, 15:179, 
1950. 4. Moore, E. L. et al.: 
J. Home Econ., 57:200, 1045. 
S. Rafsky, H. A. and Newman, B.: 
Am. J. M. Se., 201:748, 1941. 
6. Rafsky, H. A. and Newman, B.: 
Geriatrics, 2:101, 1947. 7. Hoy, 
MATURES W. R. and Russell, H. E.: Food 
TREASURE CHEST... Industries, 20:1 764, 1948. 
S. E.: M Woman's J., 
198, 1943. ©. Stephenson, W. 
et al.: Brit. M. J., 2:839, 1641. 
142:1070, 1030. 48. Thewlis 
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Surgery Is Facilitated 


When Anesthesia Is Improved 


Solution ‘Metubine Iodide’ (Dimethyltubocurarine Iodide, Litty) ; 
—facilitates surgical anesthesia through a relatively safe, more satis- Q 


factory relaxation of skeletal muscles. This improvement over earlier 


curare-type compounds also enables: 
Easy Manipulation (Less Motion of Surgical Field) ) 
Quick Recovery (Less Postoperative Disturbance) 


Request Solution METUBINE IODIDE 


Detailed information and literature on Solution METUBINE IODIDE 

are personally supplied by your Lilly medical service representative or may 
be obtained by writing to Eli Lilly and Company, Indianapolis 6, 
Indiana, U.S.A. 


SINCE 1876 
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Mauve to golden LILLY SINCE 1876 


The Mauve Decade was purpled by a youthful chemist named Perkin who sought to synthesize quinine 
but found instead the first, and quickly popular, coal-tar dye. The once-royal color became common 

as the nineteenth century ended and heralded a new and golden era in which chemistry was to reign. 
Alert to the suddenly increased significance of chemical investigation, young Josiah Lilly promptly 
installed an analytical laboratory in the company founded by his father just ten years before. This early 
Scientific Division, like today’s, was to maintain standards for the control of quality and to search 

for the new. Readiness to make changes, to adjust to changing conditions, is the healthy response 
which is spurred by discovery in the free American economy. Progress is the common benefit. 


A 15” x 12” reproduction of this illustration by Paul Rabut is available upon request. 
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CORONARY ARTERY DISEASE* 
D. M. D.** 
Philadelphia, Pa. 

I was fascinated by Dr. Hughes’ discussion. 
I was very much interested in what he said 
about these people who go to bed and just fold 
up. It reminds me of the famous story of S. 
Weir Mitchell, who advocated rest. He had 
a prominent society lady in Philadelphia whom 
he put to bed for six months, and she refused 
to get up. So he said, starting to take his coat 
off, ‘‘If you don’t get up, I am going to get 
in bed with you.’’ So she got up promptly. 

I was also interested in what Dr. Ingram 
said about the fear complex in coronary occlu- 
sion and myocardial infarction, because I feel 
that so many doctors and so many nurses in- 
still in these patients a fear. They are not 
allowed to turn from one side to the other. 
They are not allowed to listen to their radio, 
and they are not allowed to have the bed ele- 
vated 45 degrees. 

I asked Dr. Hughes whether fear increased 
the action of the adrenals. I had always been 
taught that it did, and that is the reason a 
dog could tell whether you were afraid of him 
or not, because he smelled the increased adren- 
alin in the blood stream. I believe that very 
often such treatment will produce ventricular 
fibrillation and sudden death from the in- 
creased adrenalin. 

A patient I saw about three years ago had 
a coronary occlusion down in Miami. The 
doctor kept him in bed for six weeks and then 
told him that he could get up and walk four 
steps to the chair, but if he walked five he 
would drop dead. The next day he could walk 
six steps but if he walked seven he would 
drop dead. Well, this was in February and 
he arrived in Philadelphia in June, with three 
nurses, each on eight hour duty around the 
clock. He wouldn’t be left alone; he was 


*Read before the Medical Society of Delaware, Dover, 
October 3, 1950. 

**Professor of Cardiology, University of Pennsylvania 
Graduate School of Medicine. 


seared to death. He was a young man of 42. 
His blood pressure was 120 over 70, his electro 
cardiograms were normal, he had no enlarge- 
ment of his heart. He was in good shape; he 
had made a perfect recovery. So I told him 
to get rid of his nurses and to go back to his 
business out in Port Allegheny in Pennsyl- 
vania. He was president of a concern there. 
I told him to go to work and forget about his 
heart attack. He said, ‘‘Can I play golf?’’ 
I said sure. He had been home about two 
weeks working full time and thought he would 
like to play a little golf. So he went to his 
family physician and asked if he could play 
golf. This doctor said, ‘‘Play golf? After 
a coronary? That would be suicide.’’ Well, 
he was back in Philadelphia with the three 
nurses in another week! 

So I decided we had to do something about 
this situation. He had a cottage in Ocean City, 
New Jersey. I got an associate of mine, Dr. 
Joseph Wagner, to take him down to Ocean 
City and give him the works. This was on 
the 15th of July, and he had had his oeelusion 
in February. I got this letter from Dr. Wag- 
ner on the 15th of August: 

‘Together we engaged in a program ot 
physical exercise which developed to the point 
that on or about August 15 he was capable 
of playing 18 holes of golf per day, swimming 
half a mile, walking four miles, and bieyeling 
ten miles, all in one day! Under this pro- 
gram he gained in appetite, his weight in- 
ereased 18 pounds, and his confidence return- 
ed. He has gone back to his job as president 
of his company.”’ 

He comes in now about every six months 
and is doing very well, playing golf and so 
forth. 

I don’t advocate that treatment for 
every ease of myocardial infarction, but it 
just shows you how important the mental at- 
titude is towards this situation and how well 
these cases can do after an adequate rest, six 
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weeks to two months, or sometimes three 
months if it is a large vessel. 

After that preamble, I would like to talk 
about coronary insufficiency, or angina of 
effort, if you want to call it that. Personally, 
I never tell a patient that they have angina 
because it makes them feel they are going to 
drop dead any minute. If they ask me if 
they have angina pectoris, I always say no. 
It they ask, ‘‘ What do I have?’’, I say, ‘‘ You 
have temporary anoxemia of a portion of 
the myocardium.’’ That holds them for a 
while and impresses them with your vast 
knowledge. They don’t know what you are 
talking about—most doctors don’t know what 


you are talking about either—but that is what 
we think it is. 

That is the reason I believe we should teach 
these patients to use nitroglycerine better 
than we do. For some reason or other, the 
average patient gets the idea from the doctor 
that he shouldn't take nitroglycerine when 
he gets chest pain unless it is excruciating. 
He doesn’t realize that he ean take 25 or 30 
one-hundredths of a grain, or two hundredths, 
a day if necessary. I think they should be train- 
ed in this and I think they should be trained 
That is, to 
put a tablet under their tongue just before 
they do something, like walking in the evening 


also to use it prophylactically. 


after a meal, that brings on this pain. 

I have told this a lot of times; I’m afraid 
most of vou have heard me tell it. But Dr. 
Tait McKenzie was a patient of mine, a 
sculptor, a professor at the University of 
He is the only man who ever 
left me his heart in his will. He said, *‘I 
leave my heart to Dr. William D. Stroud so 


Pennsylvania. 


that he may examine it and see if his diagnosis 
He and Mrs. McKenzie 
were very fond of the movies. They lived 
at 20th and Pine. They used to walk across 
Rittenhouse Square after dinner to the movies 
at 19th & Chestnut Sts., and every time Tait 
would get to that statue of a goat in Ritten- 
So I 
suggested that just before he left the house 
he put a tablet of nitroglycerine under his 
tongue, and just before he got to the goat he 


was correct or not.’ 


house Square, he would get his pain. 
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put another tablet under his tongue. 
away with that for ten years. 

A fellow named Bert Kelly, who was one 
of the founders of the Mask and Wig Club at 
the University of Pennsylvania, was quite a 
comedian. His famous trick was to say a 
poem in Irish brogue about David and Go- 
liath. The climax was when David would 
reach for his slingshot and put the stone in 
the slingshot and sling it around his head three 
times and let it go at the giant. Well, on the 
third swing Bert would get this pain. So I 
suggested that instead of reaching into his hip 
pocket, he reach into his vest pocket and get 
a tablet of nitroglycerine, and on the first 
swing slip it under his tongue. He got away 
with that for a long time. I was the only 
one in the audience that knew what was 
going on. 

It shows you that you can teach these 
people to use nitroglycerine prophylactically. 


He got 


I have a 65 year old ex-general as a patient, 
who about six years ago had this pain and 
thought he was going to die. I couldn’t per- 
suade him to use nitroglycerine. I suppose 
because he was a general he was afraid it 
would blow the top of his head off. Anyway, 
he lived out in Villanova and came in one 
morning in 1944, getting off the train at 30th 
Street Station about ten o'clock in the morn- 
ing. Well, it was when they were sharing 
the cab business. He got into a eab and a 
gentleman was sitting in the seat, and just 
as he got in he noticed this gentleman put a 
tablet under his tongue. My patient said, 
‘*Was that nitroglycerine?’’ He said sure. 
Then he asked, ‘‘How many do vou take a 
day?’’ This was about ten o’clock in the 
morning. The man replied, ‘*‘ Well, this is the 
sixth I have taken this morning.’’ He asked, 
‘*How long have you been doing this?’’ The 
man said, ‘‘19 years.”’ 

Well, that did this patient of mine more 
good than anything I had ever been able to 
tell him, because he realized that if he learned 
how to live with his coronary insufficiency 
business, that it doesn’t necessarily have to 
shorten your life. 

Sir James Mackenzie, with whom I worked 
in St. Andrew’s in 1920, was the first man 
that made me realize this. He had a coronary 
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thrombosis when he was 49, and when I was 
working with him he was 67 and he was 
making that number one St. Andrew’s course 
in 82 and 84 and 8&6, and I was getting 122 
out in the sand dunes. He lived to be 73. 

He also told me a story; I’m sure you have 
all heard it because I told it to Morris 
Fishbein and it came out in the AMA Journal, 
about the Seotchman who was coming from 
London to Edinburgh. He was in the last 
compartment of the last ear on the train. You 
know back in those days they didn’t have 
any aisles in the English trains. So every 
time the train would stop, he would jump 
out, run up the platform, up to the ticket 
window and back to his seat. There were a 
200d many stops between London and Edin- 
burgh, and he had done this about 20 times. 
Finally the chap sitting next to him said, 
‘*Look here Sandy, if you keep that up you 
are going to hurt your heart.’’ He said, 
‘*That’s just the trouble. I have been to Lon- 
don and a specialist there tells me I have 
heart disease, and I’m afraid I may drop 
dead any minute, and I don’t want to buy 
a ticket any farther than I can use it.”’ 

So that is the average person’s attitude 
towards coronary artery disease. You've got 
to be careful what you tell these patients. 

As to the cause of coronary artery disease, 
I don’t know what it is. I don’t think any- 
body else knows why people seem to deposit 
cholesterol crystals on the intima, or media of 
the coronary vessel, or even in the cerebral 
vessel. Personally, | think it is mainly an 
inherited situation. As Sir William Osler 
said, ‘‘If you want to live a long life pick 
your parents.’’ I believe it is an inherited 
inability to completely burn fats, and for 
some reason or other it is deposited in the 
media or intima of the coronary or cerebral 
vessels. That is a very discouraging attitude 
beeause, as I say, you can’t do much about 
inheritance. 

(First slide) This is an old slide as to the 


possible causes of coronary artery disease, ’ 


and the things that we might be able to clear 
up. Frequent emotional upsets—having five 
children of my own I don’t know how you 
are going to stop that business! ; 
Infection—I think the otolaryngologists 
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have done a pretty good job of taking all the 
tonsils out of everybody in the United States. 
I think the dentists have done a pretty good 
job of extracting most of our teeth. 

As to streptococcus infections, Karsner pub- 
lished an article some 20 years ago of a 
number of children who died of rheumatie 
heart disease, and showed damage to the 
coronary vessels similar to athero-sclerosis that 
you see in adults. 

Diet, of course, is an awful racket. I don’t 
know whether you all read the Reader’s Digest, 
but apparently if you don’t eat eggs or ice 
cream or butter you won't get coronary 
atherosclerosis. Il am sort of wondering about 
that. I do think that every patient that 
has coronary insufficiency ought to have a 
blood cholesterol, and if his blood cholesterol 
is above normal then I think he should go 
easy on his fats. But I don’t think that you 
should just tell a person, simply because he 
has a little substernal pain on effort or he 
has had a myocardial infarction, that he ean’t 
have his eggs or ice cream or a little butter 
on his corn. 


Salt restriction—there has been a_ recent 
article about these attacks of pain during the 
night that a low salt diet and even a mercurial 
seems to help. I have had very little experi- 
ence with that, but it does seem to me that 
we doctors are too likely to get a hunch about 
diet and generalize about them. I remem- 
ber when I was an intern in 1917; all the 
enthusiasm about the treatment of hyperten- 
sion was that a person shouldn’t eat meat. 
Well now, thank heavens, that is all changed. 
I think it was mainly due to an experiment 
that was carried on at Cornell University some 
15 vears ago. There were two explorers in 
their fifties who had run out of everything up 
in the Aretie regions, except meat. They 
lived on this meat for about six months and 
did very well. When they came back they 
went to Cornell University and offered them- 
selves as guinea pigs. They said they would 
vo on a meat diet for two years, absolutely 
strictly meat and water, and then would let 
them examine them from time to time. Well, 
they were examined every month. They took 
their blood pressures and electrocardiograms 
and their blood chemistries and so forth, and 
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at the end of two years the only change that 
could be demonstrated was that one of them 
was constipated and the other had diarrhea. 

I think that is typical of this diet proposi- 
tion. It is an individual setup, and you've 
got to study each one of your patients betore 
you hand out a typewritten diet for him to 
go on. 

Thanks to the advertisements in the trolley 
ears and magazines, most of us have a sut- 
ficient intestinal elimination. 

Thank God aleohol is good for this thing. 

I think we have to agree that nicotine does 
constrict vessels and that patients that are 
having substernal pain on effort shouldn't 
smoke. If they are not having substernal pain, 
I don’t see any reason why they shouldn't 
smoke. We have no proof that nicotine pro- 
duces athero sclerosis or arterio sclerosis. 

Coffee or tea—I see no reason for restrict- 
ing patients with coronary artery disease 
from them. 

Diabetes, even when well controlled with 
insulin or diet seems to have some effect on 
the production of athero sclerosis or arterio 
sclerosis. 

I don’t believe there is such a thing as an 
athlete's heart. 

I think too many rheumatic heart children 
are made invalids just because of a murmur. 
About 15 years ago, I think it was, a Harvard 
crew came back for their 50th anniversary 
at Cambridge. They were all over 70 and 
they rode down the Charles River in their 
shell, and the only member of the crew who 
was dead was the cockswain. He died of a 
coronary thrombosis. So I feel that physical 
exercise, unless you are getting along a little 
bit and unless you have a hypertension, does 
an individual no harm from a cardiovascular 
standpoint. 

Whether long hours of nervous tension has 
anything to do with it or not, it is certainly 
a good plan for us doctors to take more vaea- 
tions and to advise our patients to take more 
vacations. 

(Next slide) This slide I think illustrates 
beautifully what a coronary thrombosis is. 
You can see the atherosclerotic plaeques there, 
you can see where the clot has formed, you 
see the atrophy of the ventricular muscle, and 
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you ean see the formation of mural thrombi. 
That is the reason it is so hard to be positive 
that a patient is going to get over an attack 
of coronary occlusion, even if they live a 
couple of weeks, because they may throw one 
of those emboli into the brain or into the lung 
at any time. Dr. Vander Veer is going to 
talk to you about that in the next paper. 

(Next slide) Is there such a thing as silent 
coronary occlusion? In 1940 when the Col- 
lege of Physicians met in Boston, Dr. Roger 
Lee asked me to talk on silent coronaries. 
Well, I never thought there was such a thing. 
I had Dr. Joseph Wagner look up a hundred 
cases at the Pennsylvania Hospital and the 
Bryn Mawr Hospital and go through their 
histories very carefully, selecting only proven 
cases of myocardial infarction either by elee- 
trocardiogram or by autopsy. He found that 
out of those 100, 15 had never had any type 
of pain at all—chest, arm, back, any type. 

So that apparently there is such a thing 
as a Silent coronary thrombosis. I know Dr. 
Herrman Blumegart feels that in his studies 
very strongly. But in all these 15 cases there 
was evidence of some circulatory disturbance, 
either a drop in blood pressure or develop- 
ment of pulmonary edema, or something of 
that kind, even though pain was not present. 

(Next slide) As to the relationship of gall 
bladder disease and coronary artery disease. 
I believe there is some relationship. Certainly 
the late Dr. Eliason published a paper in 
which there were changes in T-wave curves 
and after the gall bladder was removed the 
tracings came back to normal and the prema- 
ture contractions disappeared. If you put 
a balloon in the gall bladder of a dog and 
pump it up, you ean produce premature con- 
tractions and changes in the electrocardio- 
gram. 

The first patient that interested me in this 
was Cecil Lean back in 1927 when he was 
playing in ‘‘No, No, Nanette’’ in Philadel- 
phia. He was about 45 then, short and with 
a high diaphragm. He came to see me be- 
cause he had a little substernal pressure 
after the show when he drank a_ bottle 
of beer and ate a sandwich. He had left axis 
deviation in his electroecardiograms and his 
T-waves were a little on the low side. I 
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thought that at his age he was exercising too 
much in these musical comedies. His wife 
said, ‘‘ Doctor, I don’t think it is his heart; I 
think it is his gall bladder.’’ So we had an 
X-Ray and his gall bladder was full of stones. 
We took his gall bladder out and he went on 
and was in four or five other musical comedies. 
The only thing that saved my dignity was 
that five years later he dropped dead from 
a myocardial infaretion. So both his wife 
and I were right in our diagnosis. 

It shows that if you have coronary disease 
and you have a gall bladder with stones that 
you can get along with that gall bladder out, 
and they stand operations very well, even with 
coronary artery disease. Dr. Ravdin has a 
big series he has operated upon, and he is 
very enthusiastic over his results. So that 
with angina of effort, you ought to consider 
the gall bladder. 

This next patient we thought had gall blad- 
der disease, but she absolutely refused to have 
a gall bladder X-Ray. So we treated her 
for coronary artery disease. Three years later 
she had a similar attack while abroad, and 
this Italian heart specialist in Monte Carlo 
said she couldn’t live another day, and gave 
her sister an undertaker’s card. They seem 
to work together over there! When she lived, 
he took the ecard back with disgust. She went 
along and _ finally died in a paroxysm of 
bronchial asthma. We felt at autopsy that 
there were not enough changes in her coronary 
vessels to account for attacks. We thought 
they were probably all gall bladder in origin. 

In these cases of myocardial infarction, if 
you get auricular fibrillation, or if you get 
evidence of congestive failure, I feel there is 
no contra-indication to digitalization. I know 
there are some articles in the literature that 
feel that there is, but personally I have never 
seen any bad effects, and I think when digitalis 
is indicated in acute myocardial infaretion it 
should be used. 

(Next slide ) As to patients with coronary 
artery disease and hypertension, it is a big 
question as to how many of them should have 
a total sympathectomy. I show you this case 
because I think it is extraordinary. A doctor 
in Johnstown, Pa., sent him to me in 1944. 
We digitalized him, and you ean see the 
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changes in his diameters just from that. So 
some of these total sympathectomies are very 
effective, but I think only about 30% of 
them are. 

Finally, there are two points that I would 
like to make, in the treatment of myocardial 
infarction. One thing I ask my friends when 
I get my coronary is that they will let me 
use a commode instead of a bed pan. I am 
very serious about that. I think I have made 
more friends in consultation by persuading 
the family physician to let the patient slide 
out on a commode instead of wrestling with 
a bed pan, than I have in any other way. 
A study in Bellevue, New York, was made 
of 100 patients, 50 of whom were studied to 
determine the foot pounds of energy used in 
using a bed pan, and on the other 50 the foot 
pounds of energy used in using a commode. It 
was found that the expenditure of energy 
was 20% less in the patients that slid out 
on to a commode than in those using a bed pan. 

Finally, the one thing that I think I have 
made my little reputation on is about the 
use of aleohol in coronary artery disease. 
About three years ago I was down in Memphis, 
Tennessee, addressing the Southern members 
of the American College of Physicians, and 
I said that if you had coronary artery disease 
and you had to smoke, that you ought to use 
enough alcohol to counteract the effect of the 
nicotine. They took me out and introduced 
me to Old Grand Dad. I came back feeling no 
pain. They introduced me to a_ beautiful 
Southern reporter. She was a honey. She 
asked me if I had said this. I said sure— 
my inhibitions being removed. I said, ‘‘ As 
a matter of fact, I think the best way to go 
through life is with a high ball in one hand 
and a cigar in the other.’’ That made the 
front page of the Memphis newspaper. The 
next week it also made ‘‘ Time’’, ‘‘ Newsweek’’, 
and ‘‘The New Yorker’’, and made my wife 
mad. I even got a letter from a friend of 
mine in the British Navy, from Hongkong, 
enclosing a clipping quoting me in the Hong- 
kong papers. It sort of got around. 

I am absolutely sure that alcohol helps 
patients with coronary insufficiency. I don’t 
mean that you have to keep plastered all the 
time, but I do think that two or three drinks 
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during the day helps these people. I have 
been around this country a good deal talking 
before medica] societies, and whenever they 
have a discussion afterwards, almost always 
some doctor gets up and says that he had a 
coronary occlusion three or four years ago 
and that he wouldn’t be able to carry on his 
practice unless he got away with about a pint 
a day. 

Relevant to nothing, I want to close this 
with a story I heard a few days ago that 
amused me, about the drunk. Every time he 
came home his wife hit him over the head 
with a baseball bat, pushed him under the 
sofa, and let the servant sweep him out next 
morning. Her friends told her that was no 
way to treat a drunk, that she ought to be 
kind to him. That shamed him and he would 
not get drunk so often. That night when 
he staggered through the door with his arm 
waiting for the baseball bat, she said, ‘‘Come 
on in dear; let me help you with your hat and 
coat.’’ She took his hat and coat and said 
‘*Come on upstairs.’’ He staggered upstairs, 
still holding his hand up. She got him un- 
dressed and said, ‘‘Come on dear, get into 
bed.’’ He stood there and looked at her and 
said, ‘*‘ Well, I guess I might as well, I’m going 
to get hell when I get home anyhow.’’ 

DISCUSSION 

Dr. E. R. Mitter (Wilmington): I don’t 
know if Dr. Stroud would like me to discuss 
his paper or his stories. I do know that 
standing up here in this Sunday school room 
reminds me of one. A man was ealleg upon 
to pray in the Sunday school, and he prayed 
long and long, and didn’t stop. After a while 
he stopped, and his little son, after the Sunday 
school was over, said: ‘‘ Father, you certainly 
did pray a long time this morning. I didn’t 
know when you were going to stop. It em- 
barrassed me.’’ He said, ‘‘Son, for the sake 
of life I couldn't think of that word ‘ Amen’.”’ 

Coronary sclerosis and coronary artery dis- 
ease I am sure is a subject that is close to the 
hearts of all of us, because it is no respecter 
of persons excepting that the men naturally 
are struck harder than the women. As a 
matter of fact, it is supposed to be ealled the 
physician’s disease. That is questionable, of 
course, but we do know that among our own 
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fold it is a high cause of mortality and mor- 
bidity. 

The question comes up, what more can be 
done about it? We don’t know the cause, as 
Dr. Stroud said, except perhaps as Dr. 
Tarumianz inferred that we are living in a 
period of strain and stress. 

I was just reading last night of some ob- 
servations of Dr. Snapper, who for years prac- 
ticed in China and was quite a research man, 
doing many autopsies on the Chinese. He 
found that coronary sclerosis was a very, very 
rare disease, that the Chinese seldom die of 
coronary sclerosis or coronary thrombosis. 
This of course raises the question as to the re- 
lation of diet. We know that the Chinese are 
not only rice eaters, following a high earbohy- 
drate diet, but also that they have a different 
attitude toward life, more philosophical than 
we have. 

We do know that coronary artery disease 
strikes very hard in the younger group, that 
at the age of forty to fifty sudden death seems 
to be more prominent than in the older group. 
Research has shown that the cholesterol seems 
to rise more rapidly between the ages of 40 
and 50 or 55, and after that age it seems to 
level off. 

The cholesterol test is a very simple test 
and in our office practice, after all the hyper- 
tensions and infarcts, we have taken routinely 
blood cholesterols and we have put them on 
the usual diet of elimination of fat, and of 
course as you know that means fat meats, 
butter, cream, and yolk. Of course, other 
diets which are more complicated but practi- 
cal are also used. We have been following 
these along very carefully with patients and 
in taking the blood cholesterols I have found 
that it is of very little avail. Recently how- 
ever, a startling case of a patient in the hos- 
pital with a very high cholesterol of over 
400, who was put on a rice diet, came to our 
attention. The cholesterol did drop very 
spectacularly. However, when she was put 
back on the regular diet the cholesterol again 
rose. So we have the question of the etiology 
of coronary heart disease, of which we seem 
to know little. 

Therefore, we shall turn to the diagnosis, 
which has been discussed. It seems to me 
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there again we have a great opportunity to 
discuss or to diagnose this disease. I think 
that frequently we feel that if it is a question- 
able case the patient must be removed to the 
hospital. I should think there is an opportun- 
ity to make more available to physicians the 
use of the electrocardiogram. Perhaps that 
has to be through the American Heart Associa- 
tion, or there can be stations in different parts 
of the cities of the country where a question- 
able case can be brought. I heard Dr. Her- 
rick, who first destroyed the clinical story of 
coronary thrombosis back in 1912, give a paper 
about 25 years later in which he said there 
are 25 different clinical conditions which may 
stimulate coronary artery disease. Therefore 
it is important, as we know, to make the diagno- 
sis when the diagnosis should be made. 

It seems to me it is an opportunity that 
we could make available, as I say, to the 
practitioners without filling hospitals for diag- 
nostic purposes, and to follow along routinely 
electrocardiography. Serial cardiography is 
important. 

Not too long ago an employee of the duPont 
Company down in the South, a supervisor of a 
construction gang, had some type of attack. 
Electroeardiogram was taken, which was per- 
fectly normal. A month later he didn’t feel 
right and the duPont physicians felt that he 
wasn't fit to go back to work. He was sent 
home on vacation, and on taking his electro- 
cardiogram a month later there were the 
typical curves of coronary thrombosis. 

I think it is a challenge, it is one of our 
opportunities, to try to diagnose coronary 
thrombosis more accurately, to make the dif- 
ferential, because as you know, if the diag- 
nosis is overlooked and you think it is acute 
indigestion, or you think it is a gall bladder 
attack, which it very easily could be, that one 
mistake is enough. 

The question I would like to ask Dr. Stroud, 


from the practical point of view, is the treat- 


ment with reference to the age of people. I 
get the impression that it is permissible and 
worthwhile in the elderly people with coronary 
thrombosis and mild cardial infaretion not to 
keep them in bed quite so much as the younger 
person. We remember the days when we 


would just have them move their fingers and 
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keep them in bed six weeks. But among these 
older people in the age group of 70 to 80, 
I wonder sometimes whether we should put 
them in bed at all. 

As an example of that, a week ago a patient 
70 years old came into my office suffering from 
coronary thrombosis. She didn’t want to go 
to the hospital because it was too disturbing 
to her. I let her go home because of that 
fact. I took several cardiograms. The next 
one showed the typical pattern curve. The 
patient was allowed to get up, walk to her 
meals, and walk about, but mainly bed rest. 

It seems to me that too many times we are 
over-cautious, particularly in elderly people, 
forgetting the other complications that arise 
when old people are put to bed rest. I would 
like to hear Dr. Stroud discuss that. 


I wanted to ask him a lot of questions too, 
and I hope he does forget the word ‘‘ Amen.”’ 
The question was, in his experience are attacks 
presented more in the night than in the day? 
Dr. Master brought out a paper where he felt 
that attacks occurred as frequently at night as 
they did in the day, where it has been our gen- 
eral impression that more attacks occurred 
during the day. 

Then of course, he did not touch at all 
upon the question of dicumarol in the treat- 
ment. I know the time has been too short. 
The reason I brought this out is that I was in 
a conference the other week and somebody 
said that Dr. Stroud doesn’t use diecumarol. 
So I wanted to mention that, and I wish Dr. 
Vander Veer would bring out the pros and 
cons. I know that the subject is still open 
to debate. 

Finally, I wanted to bring up the question 
of whole leaf digitalis, which I didn’t intend 
to, but my confrere sitting next to me said 
I wish you would take him to bat on that. 
We do know there are schools both ways, but 
it is the general impression of most of us that 
we like to use the glucosides. We feel that 
they are less nauseating, that many cases can 
be more quickly digitalized, although I grant 
that for lang range digitalization and for daily 
ration of digitalis, probably the whole leaf 
may be better. But I would like to hear Dr. 
Stroud diseuss that. 

Dr. Stroud, in closing, I may say, is the 
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usual entertaining speaker who not only brings 
forth his message with a lot of truth but with 
a lot of good common, sound sense which I 
think we still need much of. He talks not 
from the books which you have read but from 
practical experience, and with it he always 
offers us good entertainment. 

Dr. Stroup: Thanks very much, Dr. Miller. 
I agree with vou that the older patients prob- 
ably ought to be gotten out of bed sooner than 
the vounger ones because of the possibility of 
vascular changes in the lower limbs. But I 
still stick in most cases to the six weeks, be- 
cause I think it has been pretty well proven 
that it takes at least that long for an adequate 
sear to form in the myocardium and for the 
collateral circulation to be well on its way. 

As to the whole leaf, I know from going 
around the country that all the doctors have 
been sold on the glucosides. I know Dr. Harry 
Gold believes in them, and I have great re- 
spect for his opinion. But Dr. Sam Bellet 
said the other day that he has swung back to 
the whole leaf because he tound so many 
cases of digitalis intoxication at the Philadel- 
phia General Hospital. 

I don't think anybody has been able to show 
whether one-tenth milligram of these things 
is equivalent to a grain and a half, or two- 
tenths milligrams. So that you get all bawled 
up, In my opinion. I will admit, as I said, 
that if you want to digitalize by mouth with- 
in twenty-four hours, or something of that 
kind, I think in that case the glucoside is much 
more rapidly absorbed and more completely 
absorbed. But for general purposes—maybe 
it’s because I’m so conservative or have got- 
ten used to it after 30 years—I stick to the 
whole leaf. 

About dicumarol, I have never advised it in 
acute myocardial infarction. For  involve- 
ment of the limbs, ves, or if the patient be- 
gins to throw emboli, then I think it is all 
right. But this business of sending your pa- 
tient to the hospital and over-burdening the 
laboratory, having the poor patient stuck 


every day, not being certain whether the lab- 
oratory pro thrombin time is accurate or not, 
I don’t think the results warrant it routinely. 
So if I am called in consultation and the doe- 
tor has been giving him dicumarol, I don’t 
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stop him, beeause if anything happens then I 
would be holding the bag. 

Dr. J. R. DuRHAM (Wilmington): I have 
enjoyed Dr. Stroud’s talk, as always. He has 
a happy faculty of making you listen as though 
you had never heard the story before. 

As tar as aleohol goes, I think we all are 
aware of the sense of well-being, the peripheral 
vaso-dilatation, and so on, that we get from 
the drug, but in a recent study in which cor- 
onary insufficiency cases were permitted to 
exercise and then the typical tracing was taken 
following exercise, with the S-T changes, and 
then the patients were given nitroglycerine 
and permitted to exercise, and the exercise 
tracing taken, then thirdly the same patients 
were given alcohol and permitted to exercise, 
the interesting thing was that the exercise 
tracings with alcohol were the same as the 
control. That is, it did not show the disap- 
pearance of the S-T changes that the patient 
had when he took nitroglycerine. But the 
patient didn’t feel pain. So alcohol is a suf- 
ficient depressant to the pain centers, per- 
haps; I don’t know. 


I would like to ask Dr. Stroud whether he 
has had experience with khellin. Our own 
limited experience;has been that the drug is 
limited by the nausea produced in the patient. 
If they get over one or two tablets a day, they 
become quite nauseated, sufficient to produce 
coronary dilatation. 

As tar as cholesterol diet goes, I think all of 
us who have had a chance to place a patient on 
a low cholesterol diet, following them with 
blood cholesterols every month or so, have 
been very disappointed in the results even 
with the use of some of the choline prepara- 
tions. Perhaps it is the androgenous choles- 
terol that has its effect there. 

Lastly, I would like to ask if Dr. Stroud 
has any explanation why the anginose patient 


can do so much more indoors, going upstairs. 


But the minute he gets outdoors-with an over- 
coat on, perhaps it is just parking the ear, 
he always seems to get his pain. 

Dr. C. C. Fooks (Milford): Mr. President, 
I would like to ask Dr. Stroud whether he 
uses morphine. 

Dr. STROUD: 
nitroglycerine and the alcohol. 


I read that article about the 
I don’t think 
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they gave him enough alcohol. I hope Dr. 
Vander Veer will touch on your second ques- 
tion. He has had much more experience with 
it than I have. I have only seen one case on 
it, and I am doubtful whether it has helped 
him.\ He has been able to tolerate one tablet 
a day. As I understood these Egyptians who 
came to my office and tried to sell me on it, 
think it is like digitalis in its accumulative 
effect. But I have heard Dr. Vander Veer 
talk about it, and I know that they do get 
gastrointestinal upsets. 

As to morphine, I think it is the most val- 
uable drug that we have in the treatment of 
acute myocardial infaretion with pain. Per- 
sonally, I usually advise a quarter of a grain 
with 1/150 of atropine, to start off with, and 
repeat that every fifteen minutes for at least 
two or three doses, if the pain doesn’t clear 
up. But I also think that if, after an hour 
or so of using morphine and atropine, you 
ean’t relieve the pain, it is wise to use oxygen 
either by mask at home, or if you ean get 
the patient into a hospital, in a tent, I think 
very often oxygen will help his pain if mor- 
phine won't clear it up. 

Aminophylline alone, I don’t advise that. 

Dr. Fooxs: How about morphine intra- 
venously ? 

Dr. Stroup: I would never advoeate it. I 
think you ean get vour result by giving it the 
ordinary way. 

Dr. Fooks: You didn’t touch on any other 
thing but nitroglycerine, did you? 

Dr. Stroup: Oh yes, I have used papa- 
verine and xanthines. My favorite is the 
Parker Company ‘‘Purobarb’’. I don’t think 
it upsets the intestinal tract. 

Dr. Fooks: How about the longer lasting 
nitrates? 

Dr. Stroup: I don’t think they are of any 
use. 


1011 Clinton St., Phila., Pa. 


Salvation Army Founder's Day 
William Booth, founder of the Salvation 
Army, was born April 10, 1829 and died 
August 20, 1912. The Salvation Army pro- 
gram is a Red Feather service in many 
American communities. 
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ANTICOAGULANT THERAPY IN ACUTE 
MYOCARDID INFARCTION, VENOUS 
THROMBOSIS AND PULMONARY 


EMBOLISM* 
JosEPH B. VANpDERVEER, M. D.** 


Philadelphia, Pa. 

There have been many important advances 
in therapeutic measures during the past dee- 
ade. Certainly one of the important ones is 
the introduction of anticoagulant therapy for 
a number of medical and surgical conditions. 

As you all know, there are two drugs pres- 
ently available, although it would appear that 
in the near future there will be other even 
more valuable drugs. The present two are 
heparin and dicumarol. Both of these are 
effective. They prevent clotting if used in 
the proper dosage. They do not dissolve clots 
that are already formed. They are effective 
separately and they can be utilized together. 

Both of these drugs require careful clinical 
and laboratory observation and control. The 
mode of action of the two drugs is quite dif- 
ferent. Heparin is a physiologic substance 
which has been known since 1916. There are 
a few contra-indications to its use. It acts 
quickly. This drug breaks the clotting cycle 
in three different places so it is very effective. 
It is a non-toxie substance, and in general has 
many advantages as an anticoagulant. Some 
disadvantages are, however, its expense and 
the fact it can only be given parenterally. Its 
duration of action is short which may be an 
advantage or disadvantage. Its action can be 
stopped rather quickly, however, if overdos- 
age oceurs. 

Dicumarol, on the other hand, acts when 
given by mouth and is inexpensive. It has now 
been synthesized. It acts by producing pro- 
thrombin deficiency. It has certain disad- 
vantages. It is slow in action, rather hard to 
control, and it is hard to stop its action if an 
overdosage results. The prothrombin | test, 
which is used for its control, is a rather dif- 
ficult and expensive one, and a daily test is 
essential for proper regulation in most in- 
stances. 

There are several contra-indications to the 
use of anticoagulants: blood dyscrasias, open 


*Read before the Medical Society of Delaware, Dover, 
October 3, 1950. 

**Head of Cardiovascular Department, Pennsylvania 
Hospital. 
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wounds, and ulcerative lesions of the genito- 
urinary, gastro intestinal or respiratory tracts. 
They are not used in subacute bacterial endo- 
carditis because of bad end results, or after 
operations on the central nervous system, 
where complete lack of bleeding is so im- 
portant. Dicumarol is contra-indicated in 
patients with severe renal or hepatic damage. 
In patients with malnutrition and vitamin de- 
ficiency the action of the drug is often con- 
trolled with difficulty. I might mention there 
are now several new synthetic drugs available 
for clinieal research study which show con- 
siderable promise. One of these, Paritol, has 
a heparin-like action. It is much more pro- 
longed in action and should be much less ex- 
pensive. Another dicumarol-like drug is 
Tromexan. 


Under what clinical conditions can one 
utilize these drugs? Venous thrombosis is 
probably the most important. Under this 
heading we include both thrombophlebitis and 
phlebothrombosis. They tend to prevent tur- 
ther extension of the clot, reduce spasm in 
the vessel. The clot becomes fixed to in the 
vein rather quickly, and this is followed in 
most cases by organization and ecanalization 
of the clot with a relatively good end result. 

In this type of illness, the treatment of 
choice is heparin, usually intravenously, fol- 
lowed by dicumarol, given by mouth. They 
can both be started on the same day. After 
two or three days of heparin the dieumarol 
alone is usually adequate. In phlebitis or 
phlebothrombosis the therapy should be con- 
tinued for ten to fourteen days, or longer. It 
is desirable to keep up the treatment until the 
patient is ambulatory. 

Pulmonary embolism is a very important 
field of therapy. As you know, pulmonary 
embolism is relatively frequent in post-oper- 
ative patients, especially gynecologic, ortho- 
pedic and obstetrical patients. Early ambu- 
lation has not eliminated thrombophlebitis or 
phlebothrombosis. It may have many ad- 
vantages but it isn’t the answer to this prob- 
lem. With large emboli, emergency treat- 
ment is important. I want to discuss especial- 
lv small pulmonary emboli, whieh are fre- 
quently overlooked or misdiagnosed. 

There are two conditions which are sug- 


June, 1951 


gestive of small pulmonary emboli, (usually 
with pulmonary infarction). The first is 
blood spitting in a patient who has been re- 
cently operated upon or who is in bed. Un- 
explained, mucoid, dark, bloody sputum is 
usually from an infaret. The other one is an 
acute pleurisy. This comes rather gradually 
in many patients. Its development may take 
several hours or a day or two. When either 
of these occurs in a patient post-operatively, 
one should think of pulmonary embolism. It 
is extremely important to be as sure as one 
can ot the diagnosis of small pulmonary em- 
bolism. It calls for anticoagulant therapy 
using heparin and dicumarol. I think I can 
show you what happens to these patients if 
anticoagulant therapy is not used. 

In the treatment of myocardial infarction, 
as Dr. Stroud mentioned, there is perhaps some 
difference of opinion, however, I think there 
is a great deal of evidence that anti-coagulant 
therapy lowers the mortality and the mor- 
bidity and prevents complications in acute 
myocardial infarction due to coronary throm- 
bosis. There is no question it is of even great- 
er value in the older individuals and in those 
with some cardiac failure. I am convineed it is 
a valuable therapy and favor using it wher- 
ever possible. This type of: treatment is not 
easy to use at home because the backbone of 
the therapy is dicumarol. Heparin is seldom 
indicated in these patients. One should be 
sure of the diagnosis or myocardial infarction 
before starting anticoagulant therapy. At the 
onset a perforating ulcer or a dissecting 
aneurysm may simulate myocardial infarction. 
I have seen both of these conditions treated 
with heparin, in error, and needless to say 
with poor results. 

If the diagnosis of myocardial infarction is 
in doubt it is better to defer anticoagulant 
therapy for a few days. 

I agree with what has been said about bed 
rest. We advocate five to six weeks of com- 
plete rest in the average patient. When one 
does that to an older individual you immed- 
iately ask for trouble in the form of phlebo- 
thrombosis ot the lower extremities. How- 
ever, we believe complete bed rest is exceed- 
ingly important in healing the infaret and 
preventing its extension. For that reason 
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anticoagulant is very much indicated in these 
older individuals, and we do not subscribe 
to treating them by semi-ambulatory meth- 
ods. 

Finally, prophylactic therapy is coming in- 
to use for selected individuals who are espe- 
cially susceptible to phlebothrombosis: Cer- 
tain post-operative patients, obstetrical pa- 
tients, gynecologic surgery, orthopedic surg- 
ery, fractures of the hip, and patients who 
are to be in bed for weeks. These patients 
have a high incidence of pulmonary emboli, 
and such complications are practically elim- 
inated by adequate anticoagulant therapy. 

A number of patients with peripheral em- 
boli from auricular fibrillation have been treat- 
ed over a period of months with what appears 
to be good results. They have been treated 
on an ambulatary basis for the most part and 
often can be satisfactorily controlled on one 
or two prothrombin tests per week. 

(First slide) Heparin therapy can be given 
first, as I mentioned, parenterally. It can be 
given by continuous intravenous drip, which 
I think is very seldom indicated. That is the 
first method that was used, and a lot of bad 
results were observed because it is hard to con- 
trol. The intermittent intravenous method 
has proved to be safer. The dosage schedule 
of 50 mg. every 4 hours in the intermittent 
method, is very satisfactory. The clotting time 
is best determined by the Lee-White method. 
The clotting time should be checked before 
second dose and then repeat heparin dosage 
every four hours. This method is time-con- 
suming and it is practically impossible to do 
at home. But it certainly is the most valuable 
and effective method for stopping thrombo- 
phlebitis. 

(Next slide) Here is a patient with a 10- 
minute coagulation time, given 50 milligrams 
of heparin I. V. (Chart) In six hours the 
clotting time is completely normal, and a see- 
ond dose was given. The clotting cyele is 
thus broken every four to six hours with this 
method, which has been proven to be exceed- 
ingly effective. There have been thousands of 
patients treated in this country and in the 
Seandinavian countries where this method was 
utilized even more than in our country. 

(Next slide) Dicumarol dosage sehedule: 
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An initial daily dosage of 300 milligrams is 
given until a prothrombin time of 30 seconds 
is reached. Then doses of around 100 milli- 
grams daily, more or less, are given to keep 
the prothrombin level between 30 and 35 see- 
onds. In treating these patients by the per- 
centage level we try to keep them around 15 
or 20 per cent of normal, in medical patients. 
No dicumarol is given when the prothrombin 
time exceeds 35 seconds, or about 15 per cent 
of normal. 

We often write a treatment schedule for the 
patient about as follows: If the prothrombim 
time is 15 per cent of normal, give none; 15 
to 19%, give 50 milligrams of dieumarol; if 
19 to 22%, give 100 mg. and if 23% or over 
give 150 mg. 

(Next slide) Here is a patient who took a 
good deal of dicumarol, 300 milligrams on four 
successive days, and 200 mg. on the fifth. This 
was much more than the average patient. I 
might say that without daily prothrombin 
times I don’t believe this type of therapy is 
safe, and it is not apt to be successful. 

(Next slide) In the American Heart Asso- 
ciation series in which approximately 1,000 
patients with coronary thrombosis and myo- 
cardial infarction were treeated, the results 
were quite striking. Other series of lesser ex- 
tent have been quite similar. About one pa- 
tient in three was thought to have been saved 
by anticoagulant therapy. They were saved 
not because of the failure to prevent sudden 
death or eardiae failure in the first few days 
but because embolic complications were pre- 
vented. 

(Next slide) This shows the location and 
type of thrombo-embolic complications in the 
control and treated groups. In all instances, 
the control or untreated group is a great deal 
higher. 

(Next slide) Finally, death rates by age 
groups. One sees a difference in all control 
groups, but especially the ages 60 to 69 and 70 
and over. This is a group of 1,000 patients, 
which certainly means something statistically. 
Ten thousand patients would be more valuable. 

(Next slide) This slide is from a table by 
Zilliacus, from a monograph written in 1945. 
As I mentioned, the Seandinavians were con- 
siderably ahead of us in the treatment of 
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venous thrombosis with heparin. This in- 
cludes patients with no treatment and patients 
with specific treatment, which was heparin or 
heparin and dicumarol. Out of 214 patients 
who were not treated with anticoagulants fifty- 
nine had pulmonary embolism and 20 died. 
In the 576 treated cases, 8 had pulmonary em- 
bolism and 3 died. Those figures are very 
striking. At the time we became aware of this 
article, we were treating only myocardial in- 
farction patients, but we immediately became 
interested in what seemed to be a most effec- 
tive therapy for venous thrombosis of all types. 
(Next slide) Even more striking is the 
analysis of pulmonary embolism as the pri- 
mary symptom. Thrombophlebitis was prob- 
ably present but was unrecognized. In 282 
patients with pulmonary embolism as the first 
symptom there were 114 immediate deaths, 
which is about what we would have in most 
of our hospitals. When you take the patient 
who suddenly gets a pulmonary embolism from 
an unrecognized focus the result is usually 
bad. Survivors with no treatment, 65. Of 
65 patients who survived the immediate shock 
of the thing and lived a few hours or a few 
days, but in whom nothing was done, 21 died, 
or 32 per cent. There were 103 cases who sur- 
vived the initial shock and = anticoagulant 
treatment was started. Heparin was used itt 
71 cases; heparin and dicumarol in 16, and 
dicumarol alone in 16. There were no fatalli- 
ties. In other words, 103 patients who had 
pulmonary emboli, but were treated had no 
deaths; but in 65 patients in whom anticoag- 
ulant therapy was not used, 21 of them died. 
Thus one immediately becomes conscious of 
the fact we have something very important In 
treating patients with pulmonary emboli who 
survive the initial attack. That is why we 
must stress, don’t miss the small pulmonary 
embolus. It is apt to be followed in a few days 
by a larger embolus, and often a fatal one. 
(Next slide) In analyzing the records of 
282 patients whom we have treated over the 
past three or four years there are 159 treated 
by heparin and dicumarol. These are patients 
with thrombophlebitis with and without pul- 
monary embolism. Surgical therapy, which 
included ligation with or without sympathetic 
block or sympathectomy includes 71 eases; 
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untreated patients 52. In 18 of this latter 
group we missed the diagnosis of venous 
thrombosis. What happened to these patients? 
The next slide shows the results. 

In the 154 with anticoagulants, 101 had only 
thrombophlebitis and 53 were complicated by 
pulmonary emboli. However, only 4 patients 
had emboli after therapy. There were two 
deaths. Both of these had pulmonary emboli 
before therapy was begun. 

We break this down in one final table where 
we take out the patients who died suddenly. 
In other words, if you are going to treat the 
patient, he has to live a while. Mortality rates 
of pulmonary embolism with all types of ther- 
apy, but excluding patients with sudden death 
and those patients who died within the first 
few hours: anticoagulant therapy, 57 cases 
of pulmonary embolism, 2 deaths; surgical 
therapy, 16 cases, 4 deaths; both therapies, 3, 
with no deaths; untreated, 17 patients, 8 
deaths. In other words, these last 17 patients 
had a pulmonary embolus but they survived. 
Eight of them died later when nothing was 
done whereas, out of 57 similar patients there 
were only two deaths when anticoagulant ther- 
apy was used. 

In summary, I believe nearly everyone 
agrees as to the value of anticoagulant ther- 
apy for several conditions. Jn venous throm- 
bosis and pulmonary embolism it is usually the 
treatment of choice. In pulmonary embolism 
it is exceedingly important that the diagnosis 
be made with large emboli but even more im- 
portant not to miss the small pulmonary em- 
boli, often manifested by blood spitting or by 
pleurisy, and it may be desirable to start anti- 
coagulant therapy if it is probable that pul- 
monary embolism has occurred. In Coronary 
thrombosis the lower death rate and reduction 
of complications justify the therapy, if at all 
possible. In the past 3 years I have seen sev- 
eral patients with acute myocardial infarction 
who developed venous thrombosis and pulmon- 
ary emboli while being treated without anti- 
coagulant therapy. During this same period 
in approximately 250 patients with myocardial 
infaretion treated by anticoagulants we have 
had no frank thrombophlebitis fatal pul- 
monary emboli or deaths from hemorrhagic 
complications. Prophylaxis is a new field for 


4 
38 
; 
; 
Seine. 
i 
vies 
be 
| 
& 
a 
£ 
3 
2 
ay 
3 
* 
he 


JUNE, 1951 


this therapy. In patients who have had pre- 
vious thrombophlebitis, in surgical and ob- 
stetrical patients who are especially suscepti- 
ble to thromboses, and in patients where pro- 
longed bed rest is indicated, this type of ther- 
apy may save many lives. 

Our need for the future is a test which will 
determine which patients have a thrombotic 
tendency. There are many people working on 
this problem at the present time, and when 
we have that, plus new drugs which are not 
only more effective but are easier to control, 
a great deal will have been done to bring this 
type of therapy to all patients who have need 
of it. 

330 S. 9th St., Phila., Pa. 
DISCUSSION 

Dr. R. A. Mino (Wilmington): It has been 
a pleasure to hear Dr. VanderVeer. He gives 
us a greater appreciation of the importance 
of thrombophlebitis, phlebothrombosis and 
pulmonary embolism. Barnes estimates that 
34,000 die each year from pulmonary embol- 
ism. It has been found that usually one per- 
son out of every 940 admitted to a hospital, 
and one out of every about 911 dies of massive 
pulmonary embolism. Contrary to the usual 
prevalent opinion, it is just as common in pa- 
tients afflicted with medical diseases as in 
operative cases. 

Being a surgeon, I am in no position to offer 
a valid opinion on the use of anti-coagulants 
in the treatment of acute myocardial infare- 
tion. From my limited knowledge, I am sure 
these are very beneficial, and I assume that 
Dr. Claggett will have something to say in this 
regard. 

A greater appreciation of the importance of 
thrombo-embolic¢ disease in contributing to the 
annual death rate is apparent from quoted sta- 
tistics. Barnes! estimates that 34,000 persons 
die each year in the U. S. from pulmonary 
embolism. If such is the case, it ranks second 
to CA. of the stomach as the contributing cause 
of deaths in the U. S. from disease. Unfortun- 
ately, many of these deaths occur in individ- 
uals who would otherwise have a prospect of 
continued healthy existence. Currently ae- 
cepted statistics show that one person out of 
every 940 admitted to the hospital, and one 
out of every 911 operative cases, die from pul- 
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monary embolism.? Although the number of 
persons dying from pulmonary embolism is 
greater with advanced age, it is remarkable 
to note that about 1/3 of all fatal pulmonary 
emboli occur below the age of 40 years. In 
routine autopsy examination, approximately 
2% of the patients are found to have died 
trom massive pulmonary embolism. Contrary 
to the usually prevalent opinion, death from 
pulmonary embolism is almost as common in 
patients admitted to medical services as it is 
in those following operative procedures. There- 
fore, the subject of thrombo-embolie disease is 
significant to every practicing physician. 

In order to arrive at a better understanding 
of the problems connected with thrombo-em- 
bolic diseases, Oschner and DeBakey*® have 
divided venous thrombosis into phlebo-throm- 
bosis and thrombo-phlebitis. There is usually 
little difficulty in recognizing the typical 
thrombo-phlebitis, characterized by swelling, 
pain, fever and pale extremity. However, at 
times, it is much more difficult to recognize the 
much more common phlebo-thrombosis, which 
at times produces absolutely no clinical signs 
whatsoever, and may be first manifested by 
massive pulmonary, and many times fatal, 
embolism. The usual signs of phlebo-throm- 
bosis, consisting of a very mild tenderness in 
the calf, or the presence of Homan’s sign, and 
possibly a slight swelling and prominence of 
the superficial veins, may be present, as may 
also be the very slight rise in temperature, 
and slight elevation of pulse and respiratory 
rate. Undoubtedly, many cases of phlebo- 
thrombosis are never diagnosed as such, and 
the patient is fortunate enough to complete 
the course of his illness without further mani- 
festations of thrombo-embolic disease. I wish 
to emphasize that the process of phlebo-throm- 
bosis is of very common occurrence, and should 
be looked for diligently each day by examina- 
tion of the extremities and careful examina- 
tion of the temperature, pulse and respiratory 
rate. If any physical findings appear in an 
extremity which was previously negative, or if 
there is slight elevation of temperature, pulse 
or respiratory rate, a diagnosis of bland ven- 
ous thrombosis should always be made, and 
appropriate therapy immediately instituted. 
In support of the common occurrence of ven- 
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ous thrombosis, Greenstein* in one hundred 
routine postmortem examinations, with exam- 
ination of the extremities, detected phlebo- 
thrombosis characterized by thrombi in the 
vessels of the calf and feet, in fifty-one percent 
of the eases, and phlebitis in only 4% of the 
It will be noted that thrombi were 
found in both legs in all eases. Similar re- 
sults were obtained by Hunter, Krygier, Ken- 
nedy and Sneeden in 351 routine postmortem 
examinations. 
thrombi found in the femoral vein, which were 
not also concomitantly present in the deep 
veins of the calf and foot. 


Cases, 


In no instance were there 


It is now generally accepted that the ma- 
jority of the thrombi which produce fatal 
embolism arise in the lower extremities, and 
more commonly the process is a bland phlebo- 
thrombosis. It is also well known, that ap- 


proximately 30°% of the patients who have 
suffered a pulmonary embolus, will suffer a 
second episode, and that approximately 20° 
of these will terminate fatally.® 


In general, two types of therapy are now 
available in both the prevention and treat- 
ment of venous thrombosis and pulmonary em- 
bolism. On consists of the use of anticoagu- 
lants combining both Heparin and Dicumarol. 
The other method consists of an interruption 
of the venous system of the leg. At times, a 
combination of both methods is employed. 
There is no doubt that anti-coagulant therapy 
has reduced the incidence of venous throm- 
bosis and pulmonary embolism. However, it 
becomes a matter of debate, whether the dang- 
ers associated with anti-coagulant therapy off- 
set the advantages of its use. Allen, Barker 
and Hines,’ from the Mayo Clinic, report the 
use of anti-coagulants in 2307 cases. Hemor- 
rhagic complications occurred in 8.5%, and 
3.9% were severe enough to require large 
transtusions. In addition, they reported five 
fatal hemorrhages associated with the use of 
Dicumarol. Duff and Shull® collected reports 
ot 23 deaths from hemorrhage following the 
use of Dicumarol. Lilley and Lee® reported 
five additional deaths following the use of 
anti-coagulants. How many other additional 
deaths have occurred following the use of these 
agents is unknown, since all fatalities have not 
been recorded in the literature. The use of 
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anti-coagulants is again limited by the fact 
that Dicumarol is usually ineffective until 
about 48 hrs. after administration. In the 
meantime, Heparin, which requires careful 
and tedious supervision, must be administered 
until the effect of the Dicumarol becomes pres- 
ent. The accurate determination of pro- 
thrombin estimation also carries certain limi- 
tations. Failure to recognize them may pre- 
vent accurate diagnosis, and thus failure of 
institution of controlled accurate’ therapy. 
Dicumarol also has an unpredictable response 
in many individuals. At times, several days 
of therapy are required before effective pro- 
thrombin levels are established, and at other 
times it is difficult to raise low prothrombin 
levels in the event that hemorrhage ensues. 
There is also the obvious disadvantage that 
supervision of a control nature requires con- 
siderable personnel and an accurate laboratory. 
These requirements are expensive, and even 
more important, is the fact that fatal pulmon- 
ary embolism has occurred during its admin- 
istration. 

Clinieal signs of venous thrombosis have 
also occurred in the extremities during the 
eourse of anti-coagulant therapy. There is 
also one question which remains unanswered, 
and that is—how long should anti-coagulant 
therapy be administered? Embolism has been 
reported to occur weeks and even a month after 
continuous anti-coagulant therapy.’ There are 
also many situations in which it is inadvisable 
or contra-indicated to use  anti-coagulants, 
particularly Dicumarol. Certainly its use is 
contra-indicated in severe liver damage, oper- 
ative procedures on the brain and spinal cord, 
blood dyscrasies and bleeding tendencies, preg- 
naney near term, and patients in whom a see- 
ond operative procedure is contemplated soon 
after the initial one. There is no doubt, that 
with intelligent use of these agents, and close 
supervision by competent personnel, and the 
presence of an accurate laboratory, these 
agents are very valuable in the prophylaxis 
and treatment of thrombo-embolie diseases. 

The other method of prophylaxis and treat- 
ment of thrombo-embolic diseases has been by 
interruption of the venous system of the ex- 
tremities. Allen ™!! of the Mass. General 
Hospital has reported from their experience on 
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nearly 3000 cases. These patients were dis- 
tributed both in medical and surgical wards, 
and private pavilions. 1332 patients were 
treated by interruption of the superficial fe- 
moral veins, as both a prophylactic procedure, 
and a therapeutic procedure, once venous 
thrombosis was evident. In this group, 6 
patients succumbed to further emboli. A few 
were subjected to inferior vena cava ligation, 
if emboli continued, following ligation of the 
superficial femoral veins. Based on a previous 
analysis of patients with thrombosis of the leg 
veins, approximately 80 deaths would have 
been expected in this group of 1332 patients, 
contrasted with the actual incidence of 6 pa- 
tients who did succumb following venous in- 
terruption. None of the patients subjected to 
femoral vein interruption lost his life or his 
leg as a result of the procedure, and in no 
patient were significant complications or se- 
quellae present following venous interruption. 
It may be significant to note that a comparison 
was made with their control series of cases. 
For instance, following hip fracture, out of 
110 cases, 55 treated by venous interruptions 
was followed by no fatality; whereas, 11 pa- 
tients out of 55 with hip fractures died of fatal 
pulmonary embolism. Comparable _ results 
were reported with other diseases and surgical 
procedures, there being marked reduction in 
deaths trom pulmonary embolism following 
venous interruption, as compared with the con- 
trol series. 


Due to the obvious disadvantages of 
anti-coagulant therapy, I personally have pre- 
ferred to employ both prophylactic and thera- 
peutic interruption of the superficial femoral 
veins in the prophylaxis and treatment of 
venous thrombosis and pulmonary embolism. 
I have consistently used this procedure in pa- 
tients subjected to extensive operations, and 
in the older age group, and in the past five 
years have had no deaths from pulmonary 
embolism, except in one patient in which it was 
well realized that thrombosis and embolism 
eould occur, but in which it was felt unwise 
to administer anti-coagulant therapy, and also 
unwise to ligate the superficial femoral veins. 
This death was in a 62 yr. old female who 
had previously been in cardiae failure and cor- 
rected by Digitalis, and who was subjected to 
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an extremely formidable operative procedure 
consisting of extirpation of all the pelvie vis- 
cera and lymph nodes, all the perineal viscera 
with implantation of the ureters into the colon 
proximal to the colostomy. She tolerated the 
procedure well. In general, she had an ex- 
cellent postoperative course, and was in ex- 
cellent condition. While sitting up in bed on 
her 16th P.O.D., eating supper, this patient 
suddenly expired of massive pulmonary em- 
bolism, which was proved by postmortem ex- 
amination. In considering the relatively large 
number of patients whom I have subjected to 
very extensive operative procedures, I am sure 
that my death rate from massive pulmonary 
embolism would have been considerable, had 
prophylactic or therapeutic interruption of the 
superficial venous system not been carried out. 
In no patient, on whom I have performed in- 
terruption of the superficial venous system, 
has there been any sequellae of significance. 
There is no patient to date who has any swell- 
ing of the ankles, and no significant change 
from the pre-ligation status. I have carefully 
followed the principal of routine examination 
of all extremities daily, and have instituted 
venous interruption upon appearance of ¢lin- 
ical signs of venous thrombosis. In some eases, 
patients who were subjected to what was 
thought to be a prophylactic interruption of 
the superficial venous system, and who had ab- 
solutely no signs in the legs, it was surprising 
to find a bland clot in the femoral vein at the 
time of ligation. As previously stated, a sig- 
nificant number of cases of bland venous 
thrombosis produce no symptoms whatsoever, 
and either subside spontaneously, or are fol- 
lowed by massive pulmonary embolism. I 
feel, as others do, that interruption of the 
superficial femoral vein is the therapy of 
choice in any patient who has already had a 
non-fatal pulmonary embolus. If emboli con- 
tinue to occur following superficial femoral 
vein ligation, these cases can be controlled by 
ligation of the inferior vena cava, and in the 
majority of reported cases, this has not been 
followed by significant complications or se- 
quellae. Certainly a ligation of the inferior 
vena cava is the treatment of choice in septic 
infarets resulting from suppurative pelvic 
thrombo-phlebitis, and the ovarian vein should 
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also be ligated, along with the inferior vena 
cava. 

Many factors have been stressed and utiliz- 
ed in the prevention of venous thrombosis, such 
as compression bandages to the legs, elastic 
compression to the legs on the operating table 
with intermittent compress.on to empty the 
deep venous system, a regular exercise of the 
legs postoperatively, and early ambulation, all 
of which have contributed materially in re- 
ducing the number of venous thrombosis and 
pulmonary emboli. It is hoped that an agent 
will be found which will have all the advan- 
tages of anti-coagulant therapy and none of 
the disadvantages. Until that time occurs, we 
shall have to continue using anti-coagulants 
and venous interruption as a method of pro- 
phylaxis and treatment of venous thrombvsis 


and pulmonary embolism. 
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DISCUSSION 
Dr. H. A. Ciacerr (Wilmington): Oc- 
easionally when visiting a strange clinie we 
will run across a physician who does not be- 
lieve anticoagulant therapy is indicated in 
the routine treatment of myocardial infaretion. 

I recently returned from Boston where I met 

such a physician, whose argument was, the 

death rate before all of the anticoagulant drugs 
was no higher than the death rate after you 
used all of these drugs, with the concomitant 
extensive and expensive laboratory work. 

I eame home and went through the files, and 

I could not find a single article, a single eol- 

lection of statistics, to back up the fact that 


the mortality rate from myocardial infaretion 
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was less or the same before and after the ad- 
vent of the anticoagulants. On the other 
hand, I found many articles, the most prom- 
inent one, of course, is the report of the Anti- 
coagulant Committee of the American Heart 
Association, and these all agree 100% that 
the complications are reduced and that the 
mortality from uncomplicated myocardial in- 
farction has been reduced by the proper ad- 
ministration of the anticoagulant drugs. 

Dr. VanderVeer, with his usual modesty, 
said that it was his personal opinion. What 
Dr. VanderVeer did not tell you was that 
he was selected early in this study in 1946, 
by the Committee on Anticoagulants of the 
American Heart Association, as one of six- 
teen prominent cardiologists and prominent 
clinicians, to test the use of the anticoagulants 
in his elinie at the Pennsylvania Hospital. 
When Dr. VanderVeer refers to this report 
he is referring to work in which he has active- 
ly participated, and we were indeed tortunate 
in having someone here this afternoon who 
could speak with such authority. 

I have just one more idea, which is not en- 
tirely my subject. It sort of borders between 
the surgical and the medical, and that is the 
idea of thrombophlebitis—or, speaking strict- 
ly, phlebothrombosis. I firmly believe—I have 
no statistics to back up this belief—that we 
must look at phlebothrombosis in two sep- 
arate and distinct manners: the prevention 
and treatment. Once a person has had a pul- 
monary embolus, you can't prevent the phlebo- 
thrombosis. It already is there somewhere in 
the body, usually in the veins of the lower 
extremities. In patients that have the type 
that have been mentioned, that are lying 
around in bed, who are in a recumbent position 
for a long period of time and are apt to de- 
velop phlebothrombosis, the anticoagulants 
most certainly should be used prophylactically, 
as a prophylactic measure to prevent forma- 
tion of phlebothrombosis. 

I don’t believe it was mentioned, but un- 
usual elevation of temperature, and pain in 
the calf musele upon dorsoflexion of the foot, 
are signs indicating that the patient has 
phlebothrombosis, and you no longer can pre- 
vent it. I certainly agree that the patient 
should receive anticoagulant therapy at that 
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time unless there is some frank contra-indica- 
tion. But I also think that the patient should 
have the superficial femoral veins ligated. I 
used to tease my father for wearing suspend- 
ers and a belt, but if I am ever a victim of 
some long-standing disease, where I am fore- 
ed to lie on my back and have all that blood 
pull down in the pelvic veins and the veins 
of the lower extremities, please give me the 
suspenders and the belt. I want the anticoag- 
ulants and I want to be ligated. 

Dr. A. M. Genret (Wilmington): I would 
like to ask if Dr. VanderVeer has had experi- 
ence with alphatocopherol ? 

MemsBer: I would like to ask Dr. Vander- 
Veer if there is any credence to be given to 
the assertion that dicumarol, or the anticoagu- 
lants, act as vaso-dilatators? 

Dr. VANDERVEER: I wish to thank Dr. Mino 
and Dr. Clagett for their discussion and the 
helptul points which they have brought out. 

Dr. Mino, as you know, is a surgeon. He 
certainly is entitled to his side of the story. 
I think in Philadelphia we have gone a long 
way to convince the surgeons of the value of 
this type of therapy during the past three 
or four years. I don’t say that all patients 
should be treated this way and no ligations 
done, however. I think the patient who is go- 
ing to remain in bed after a ligation will not 
do very well by ligation alone. I think the 
patients that do well with ligations and there 
are many of them that do, are patients who 
have been surgical patients and who are going 
to be ambulatory very quickly after the liga- 
tion is done, often the same day or next day. 
They get up and about and earry on, thus 
improving their cireulation. I think this 
makes a great deal of difference. 

‘or example, if you do prophylactie liga- 
tions in patients with fractured hips, who re- 
main in bed several weeks because of the type 
of fracture, you will find that the pulmonary 
emboli and the deaths in those patients are 
as high, or even higher in some statistics, than 
the patients where nothing is done. 

On the other hand, treatment with anti- 
coagulants, I believe, will practically elim- 
inate this complication. 

As to prophylactie ligation in chronically 
ill patients such as those with careinoma, 
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where they remain inactive in bed, I believe 
the results pretty well show this is not ef- 
fective as compared to anticoagulant therapy. 
I think that is why it works in myocardial in- 
farction; the patients are kept quiet and tend 
to get thrombotic tendencies because of slow 
circulation. This type of therapy helps great- 
ly in preventing those complications and sub- 
sequent deaths from emboli. 

We have occasionally ligated an inferior 
vena cava. I may have misunderstood Dr. 
Mino, but I understood him to say that venous 
ligation was the treatment of choice in a pa- 
tient with a small pulmonary embolus, with 
recovery. I would take strong issue with this, 
feeling that a patient with a small or even a 
possible pulmonary embolism should be treat- 
ed by anticoagulants. In most of those cases 
it is very difficult to tell where the embolus 
came from. I believe the answer is that anti- 
coagulant therapy in these patients stops all 
thromboses, whether they are in the lower ex- 
tremities, in the pelvis or elsewhere. Very 
often, in these patients you don’t know where 
the embolus came from. 

Dr. Clagett stresses phlebothrombosis and 
its symptoms, which we didn’t go into. Cer- 
tainly once those things occur anticoagulant 
therapy is desirable. There was a question 
raised as to whether or not the patient had a 
phlebothrombosis. Clinically it was suspicious, 
but it was borderline. The suggestion was made 
to do a venogram and if it were positive to do 
a vein ligation. The venogram was negative. 
The next day the patient died with a fatal pul- 
monary embolism. This illustrates the diffi- 
culty one may encounter in the diagnosis of 
even a large phlebothrombosis. For this 
reason anticoagulant therapy, in the uncertain 
cases seems the more rational procedure. 

The question was raised how long should 
anticoagulant therapy be earried out? In 
myocardial infarctions we carry them out four 
to six weeks, depending on when the patient 
becomes ambulatory. If the patient is severe- 
ly ill and has a big infarct with heart failure, 
we have often carried it on for ten or twelve 
weeks or until the patient was able to be am- 
bulatory. In ambulatory patients with aurie- 
ular fibrillation dicumarol therapy has been 
carried on in many patients for over a year. 
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In phlebothrombosis, usually therapy is ear- 
ried on for ten days to two weeks. If the 
patient has improved, he is allowed up in a 
very few days. We don’t keep them in bed 
for weeks, as we used to. With treatment the 
spasm stops, pain is less, and the patient can be 
ambulatory within a few days. The results are 
usually excellent. 

In the pulmonary embolism, depending on 
how long the patient has to be in bed we carry 
on the therapy started with heparin and fol- 
lowed by dicumarol, for two or three weeks, 
or more. 

I don’t have any personal experience with 
Alphatacopherol. It sounds intriguing. How- 
ever, some of the authorities on blood clotting 
say that it is unsound and is not effective. 

In regard to dicumarol as a vaso-dilator, I 
don’t know, but I don’t believe it is effective 
in lowering mortality and in improving the 
outlook in myocardial infarction as a result 
of vaso-dilatation. I believe it is the preven- 
tion of thrombi from the heart going off into 
the circulation, or in preventing thrombi from 
the pelvis and lower extremities reaching the 
lungs and causing fatal pulmonary emboli 
that has been the greatest contribution in the 
treatment of myocardial infarction. I think 
it is most effecive in the older age group and 
in those who have some cardiac failure. 


REHABILITATION FOLLOWING ACUTE 
MYOCARDIAL INFARCTION* 
Wituiam G. LEAMAN, JR., M. D.** 

Philadelphia, Pa. 

When the final story of cardiovascular dis- 
ease of this century is written, I predict that 
the historians will state that the greatest prog- 
ress took place in what they will probably refer 
to as ‘‘the blessed forties.’’ During this time 
we learned a great deal regarding coronary 
artery disease. My assignment this afternoon 
is to cover the changing concepts in the man- 
agement of the patient following acute myo- 
cardial infarction. 

We encounter all too often patients who die 
at the time of their first attack of myocardial 
infarction. Some may never have had a 
eardiae symptom prior to sudden death. How- 


*Read before the Medical Society of Delaware, Dover, 
October 4, 1950. 

**Professor and Head of the Department of Medicine, 
Woman's Medical College of Pennsylvania. 
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ever, those who survive their first attack make 
up a much larger percentage (between 80 and 
S5> per cent). Here a carefully planned pro- 
gram of rehabilitation will contribute to a 
longer lifespan ; indeed, some, if properly reg- 
ulated, may live to a ripe old age. 

This objective is clearly in the hands of the 
general practitioner. The 
sponsibility does not end when the acute ill- 
ness is over and the patient is symptom-free ; 
it ends only when the patient is trained to 
live and to work with his lesion to the point 
ot full economie usefulness. To attain this 
objective, we must kindle more interest in the 


physician's re- 


much neglected subject of rehabilitation. In 
my opinion, it is risky for the patient to ae- 
cept full disability from an insurance com. 
pany after the first attack of myocardial in- 
farction and to sit down to a future of idle- 
ness. Instead, interest in a type of work with- 
in the patient’s tolerance, should be kept up. 
To make a patient happy for even a short time 
means that one’s efforts have been worth- 
while. 


Next, let us take up the medical aspects 
of treatment. While I might touch on some 
of the newer remedies, I note that these were 
covered most efficiently for you yesterday. 
However, I should like to add a thought re- 
garding anticoagulant therapy which is now 
a much diseussed (and at times abused) aspect 
of convalescent care. Do we have the ideal 
anticoagulant? Unfortunately, we do not. 
At the moment our statistics reveal a death 
rate of 24 per cent when an anticoagulant is 
not used and a mortality rate of 15 per cent 
in patients who receive this drug immediate- 
ly and in controlled amounts. This is not too 
great a difference. Again, we should not lose 
sight of the fact that the most serious patients 
are hospitalized whereas in out-practice one 
will encounter milder cases. Some patients 
may not even complain of pain when infare- 
tion occurs. Instead an equivalent, such as a 
sudden episode of unexplained dyspnea or 
vomiting, may occur and at autopsy the heart 
shows evidence of a fresh infaretion. Again, 
we may see patients in this category who live 
well into old age with nothing in their entire 
history to indicate that chest pain was present 
at any time and an autopsy will show evi- 
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dence of multiple healed infarctions. Conse- 
quently, the final decision regarding the value 
ot a routine anticoagulant must wait until we 
gather more eases. Meanwhile, we should con- 
tinue our search for better drugs of this type 
and avoid their routine use in patients who 
are obviously progressing nicely. 

Of what value is quinidine following myo- 
cardial infarction? Some physicians advise 
the use of this drug routinely; others only in 
the presence of an arrhythmia. I do not be- 
lieve that quinidine (or any drug) should be 
used routinely. Quinidine may occasionally 
cause asystole, particularly in the presence of 
anoxia. Consequently, always treat the pa- 
tient according to the picture presented at the 
time rather than follow a routine plan of 
therapy. After infarction, the clinical picture 
varies; so should our program of treatment. 
For example, in the presence of short runs of 
paroxysmal tachyeardia, particularly of the 
ventricular type, the prompt use of quinidine 
may be life-saving. 

Digitalis should be used whenever the signs 
of congestive failure can be demonstrated. 
This drug does not predispose to cardiae rup- 
ture nor does it, in my opinion, favor the 
formation of thrombi by lowering the clotting 
time. However, failure does slow convales- 
cence. If the myocardial infarction heals, 
balance may be restored and_ the cardiac 
failure may disappear, provided the area of 
myocardium involved is not too great. The 
textbooks generally state that if congestive 
failure follows myocardial infarction, it is a 
serious omen. While this is true, I have often 
seen patients survive several attacks attended 
by all the classic signs of failure and live for 
some years. In these cases, in addition to 
proper digitalization, the judicious use of the 
mercurial diuretics contributes a great deal. 

I am sure that you are all aware that the 
pluck of the patient in the time of crisis can- 
not be overlooked. I reeall an astronomer 
who was very much interested in this world 
as well as in the planetary realm he was in- 
vestigating and wanted to live. Following a 
rather large infarction his exercise tolerance 
was considerably reduced. In addition, he 
was subject to frequent episodes of angina. To 
meet emergencies, he had oxygen tanks with 
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face masks installed at strategic spots in his 
home and laboratory. The immediate use of 
oxygen relieved his anginal seizures and in 
spite of his poor myocardial reserve, he man- 
aged to live for several years. 

We must consider the age of the patient in 
planning a program of rehabilitation follow- 
ing infaretion, particularly when deciding on 
the duration of complete bed rest. I am sure 
that more latitude here often improves the 
prognosis. In past years we were dogmatic 
in treating rheumatie fever, and I am sure 
you will reeall the old expression: ‘** blankets 
and six weeks.’’ Now we know that the rheu- 
matic state may smolder for a few weeks, a 
few months, a few years or for a lifetime. So, 
too, myocardial infarction presents no rule 
of thumb. We have, I fear, fallen into the 
habit of considering six weeks as the time all 
patients should stay in bed following acute 
myocardial infaretions. This is a poor prac- 
tice. For example, two weeks of bed rest may 
be sufficient for older patients who have small 
lateral infarctions where the advantages of 
bed rest for this time may outrun the dis- 
advantages. I also believe that the disad- 
vantages of bed rest for a longer period invite 
serious complications in this group of pa- 
tients. 

When treating older patients we must al- 
ways consider the possibility of peripheral 
venous thrombosis as an untoward effeet of 
complete inactivity. Embolism is a compli- 
cation which defies prediction. Why encour- 
age it? In my experience, it is generally the 
result of venous thrombi in the lower extremi- 
ties. A great many of the pulmonary com- 
plications that prove terminal come _ from 
venous thrombi in the limbs. Inactivity and 
prolonged bed rest give more thrombi and 
lessen chances of survival. We should put 
into practice all the known prophylactic mea- 
sures to prevent intravascular clotting the 
first day the patient is placed at complete bed 
rest. 

Again, a commode beside the bed is far 
better than performing an uphill Valsalva ex- 
periment with a bed pan. While you may 
consider this a small item of the post-infare- 
tion program, it may, nevertheless, contribute 
to a better prognosis, particularly in the case 
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of men who, as a group, are vigorously op- 
posed to using a bed pan. 


The patient’s history, that gives us so much 


information, is often overlooked. I have fol- 
lowed patients who have had true anginal at- 
tacks for as long as 20 vears. A good coronary 
collateral circulation probably accounts for 
these instances of long survival. It may be 
produced by a gradual myocardial anoxia. 
This gift of Nature may prevent a myocardial 
infarction even though the vessel is complete- 
ly occluded by a thrombus and may also be 
the reason some of these patients after many 
months or years of the anginal syndrome gain 
a better exercise tolerance and are able to 
continue as wage earners. 

When the patient is permitted to be out of 
bed following an episode of acute myocardial 
infarction, the first question he generally asks 
is: when ean I go back to work? If a eare- 
ful assessment has been made during the heal- 
ing stage, the answer here should not be too 
difficult. For example, what kind of work 
has been carried out in the past? What is 
the distance to the place of employment? 
How does the patient get along with his fel- 
low workers? Generally speaking, the ab- 
sence of anginal pain and dyspnea under cir- 
cumstances equivalent to those at work is fav- 
orable. Untortunately, the job today is to 
convince the employer that such a patient ean 
carry out the duties of his former occupation. 
Industry, fearful of an added risk, does not 
share our degree of optimism in this matter 
of rehabilitation. The element of fear (per- 
haps on both sides) should be overeome by a 
common-sense approach to the problem. 

At this point, you will have to fill the role 
of psychiatrist for these patients. In the ma- 
jority, confidence in the future can be restor- 
ed. The convalescent patient can truthfully 
be told that a myocardial infarction is quite 
like a broken arm: it heals. We have ample 
evidence to prove this. In many instances we 
can say with confidence that the heart is not 
handicapped—in fact, the occluded vessel may 
have been the only coronary artery involved. 
An explanation of the collateral flow as Na- 


tures way to permit survival also helps morale 
and encourages further cooperation. 
Right here a word regarding the use of 


JUNE, 1951 


nitroglycerine may be pertinent. To prescribe 
this drug at regular intervals throughout the 
day, to my way of thinking, does not repre- 
sent rational therapy. If a test dose shows 
the absence of untoward side effects, the pa- 
tient should be instructed to use a triturate 
of nitroglycerine under the tongue before 
starting any form of effort which usually pre- 
cipitates mild substernal discomfort. Used 
in this manner, the drug may promote collat- 
eral circulation and prevent the pain. There- 
fore, we should not overlook this prophylactic 
use of nitroglycerine. 

Recently, Khellin has been used to prevent 
seizures of angina. With the exception of the 
nausea this drug produces (in about five per 
cent of the eases), it is non-toxic. Animal 
experiments have shown a marked increase in 
coronary collateral flow following the use of 
Khellin. However, the final answer regarding 
this preparation awaits a more extended elin- 
ical trial. 

Since, with survival, conditions in the cor- 
onary circulation change, any drug that we 
give the patient during convalescence must 
be reassessed after a short time. Aminophyl- 
line belongs in this group. <A good rule, I be- 
lieve is to stop a drug for a trial period every 
four to six weeks. Aminophylline by mouth, 
it long continued, is capable of producing gas- 
tric disturbances. Again, I do not believe 
that this drug increases coronary flow as much 
in the human as it does in the experimental 
animal. While I have witnessed instances 
where aminophylline has raised the threshold 
of pain production, nevertheless, I do not give 
this drug continuously throughout the period 
of rehabilitation to all patients. Its intra- 
venous use in seriously ill patients may be at- 
tended by untoward effects while the use of 
a rectal suppository, particularly at night, 
many times is beneficial in selected instances 
where nocturnal dyspnea presents a problem. 


Papaverine has lost ground recently as a 
useful drug during convalescence from myo- 
cardial infarction. The routine prescription 
containing papaverine hydrochloride and one 
of the xanthine group does not help the ma- 
jority of patients. I believe that papaverine 
is of little, if any, value when given orally 
in coronary disease. Then, too, we must con- 
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sider that it is a rather expensive drug if 
given for long periods of time. 

Today misinterpretation of the electro- 
cardiogram by the uninitiated quite often ac- 
centuates the patient’s fear. If, during the 
convalescent period, the electrocardiogram 
does not change from day to day, dyspnea and 
chest pain are absent and the patient carries 
out his daily work without any symptoms re- 
ferable to the heart, I am not concerned re- 
garding the particular pattern presented. 

In the course of time, the question regard- 
ing the installation of an elevator in the home 
becomes a matter ef concern in some fam- 
ilies. These devices, in my opinion, are a 
colossal waste of money, particularly at a 
time when we are in need of so much of the 
material that goes into their making. In ad- 
dition, if they are used, the patient is apt to 
gain weight which puts more strain on the 
heart. In short, going up steps easily and 
quietly does more good and most of the pa- 
tients who do not have elevators seem to live 
longer. 

During recent years the cholesterol content 
of the diet has received a great deal of atten- 
tion. Perhaps, if we solve the mysteries of 
cholesterol metabolism, we will come close to 
unraveling the cause of atherosclerosis. At 
the moment, however, our knowledge is frag- 
mentary. For example, does the high choles- 
terol diet predispose to atherosclerosis? Many 
prominent investigators believe so, but this 
question must remain unanswered, particular- 
ly since it is based on feeding a cholesterol 
diet to animals unaccustomed to a regimen 
of this type. There are some patients who 
display a faulty cholesterol metabolism and 
this unfortunate state of affairs may be 
familial. I do not think that the fault will be 
found to be in the diet iself. Remember that 
cholesterol can be synthesized in the body. 
If, in this manner, we produce’ excessive 
amounts of cholesterol, the restriction of in- 
takes seems of little avail. Consider, for ex- 
ample, the amount of endogenous cholesterol 
arising from the breaking down of the pa- 
tient’s own fatty tissue when he is placed on 
a reduction diet. The restriction of cholesterol 
intake, according to some studies, does not 
even alter the serum cholesterol level of pa- 
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tients suffering from xanthomatosis. About 
the best we can say today is to advise over- 
weight patients who have very high serum 
cholesterol levels to restrict dietary cholesterol 
intake. 

There can be no doubt that fear and in- 
activity contribute to weight gain. This in- 
crease places a strain on the heart. Conse- 
quently, a gradual weight loss in the presence 
of obesity is helpful, particularly (as stated 
above) if the blood cholesterol is high. Plain 
facts regarding obesity should not be withheld 
if we expect to gain the full cooperation of 
the well informed patient who is convalescing 
from a myocardial infarction. 

The patients in the post-infaretion group 
who go on fishing trips, take occasional hikes 
and keep on working at their jobs to the limit 
of their reserve, as a group, fare better. | have 
examined at yearly intervals a man who had 
a posterior myocardial infarction proved by 
a typical history and a subsequent series of 
electrocardiograms 19 years ago. Since his 
initial attack he has had no symptoms, has 
worked every day and has never needed a 
psychiatrist. Reeall the story that Dr. Paul 
White tells regarding the coronary patient 
leaving the hospital after infarction who said, 
‘*T will send you a turkey every Thanksgiving 
day that I live.’’ To date, Dr. White has re- 
ceived 24 turkeys. 

Many experiments have shown that alcohol 
has a dilating effect on the coronary vessels. 
Consequently, it has a place in the treatment 
of recurring angina, particularly when nitro- 
glycerine gives an untoward effect such as 
headache, dizziness or syncope. 

The use of tobacco is argued both ways by 
physicians and the laity. I have observed 
many cases of men of 70 or so who have cor- 
onary disease and who have smoked and smok- 
ed and smoked. From what I observe, I feel 
that smoking does not have too great an ef- 
feet on coronary flow. I do not believe in 
tobacco angina. I do believe that the use of 
tobacco has a deleterious effect on peripheral 
blood flow. Of course, if the patient takes a 
cigarette and immediately has a typical an- 
ginal seizure, tobacco should be omitted. 

The treatment of shoulder-hand syndrome 
following myocardial infarction is many times 
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each time you obtain a suitable position for a 
rehabilitated member of this group, you will 
be rendering an invaluable service to the fam- 


very difficult. Diathermy, roentgen treat- 
ments and procaine injections have all been 
recommended. I have only once resorted to a 


ganglionectomy in a ease of this type. Inci- 
dentally, violent manipulations by the un- 
initiated do more harm than good. 


Today, our great problem in rehabilitation 
is with industry. All our efforts are in vain if 
employment within the limits of the patient’s 
reserve is refused. It can be said that, as a 
rule, the properly rehabilitated cardiae pa- 
tient is a safe employee and, given deserved 
encouragement, actually proves more efficient 
than many members of control groups. 
Americans are known abroad as a nation ot 
wasters. If this is so, we cannot today, faced 
as we are with a national emergency, afford 
to waste either our human or material re- 
sources. The situation would be strengthened 
if industrialists could be convinced that the 


ily, the community and the nation. 


3700 Baring St., Phila., Pa. 


TRAFFIC SAFETY 
Automobile accident deaths and injuries in 
the nation took a sharp jump last year over 
1949, according to figures released recently 
by The Travelers Insurance Companies. 


The report indicates that the 1950 death 
toll of 35,500 is the greatest since 1941, peak 
year in highway and street deaths when 40,000 
were killed. 


The injury total soared to a new all-time 
high of 1,799,800 in 1950, displacing the pre- 
vious high of 1,564,000 established in 1949. 
The 1941 figure was 1,488,000. 


majority of patients following myocardial in- 
farection are employable at various levels. In 
large cities in our country, rehabilitation bu- 
reaus are a great help. Here eardiae patients 
are interviewed; essential facts are given to 
them by a counselor who cooperates with the 


These statisties are highlights of ‘‘R.I.P.*’’, 
seventeenth in the annual series of traffie safe- 
ty booklets issued by The Travelers. The 
Hartford insurance firm maintains an acei- 
dent statistics bureau which collects and ana- 
lvzes data trom the 48 states and the District 
of Columbia. 


family physician. If these bureaus could be 
expanded by using some of the money collect- 
ed at the time of the annual heart drive, com- 
munities would be quick to learn the value of 
the local heart associations and would give 
accordingly. 


Among specific causes of deaths and in- 
juries, excessive speed once again raised its 
record. ‘‘Speed took 13,300 lives last year. 
Speed caused 475,000 injuries last vear. 
Speed was the dreadful mistake made by one 


In the absence of exact knowledge regard- 
ing the etiology of coronary artery disease, we 
ean still accomplish a great deal by focusing 
our attention on the known faets which in- 
We should endeavor 
to abolish fear and to encourage the patient 
after an acute infarction to live within the 
limits of his disability but to the maximum 
of his ability. We should treat the cardiac 
patient following a myocardial infaretion by 
remembering that it is the severity of the dis- 
ease (for example, the ease of production of 
anginal pain or dyspnea) which should guide 
our advice at all times. 


fluence rehabilitation. 


In eonelusion, I hope I have shown this 
afternoon that a rational treatment of aeute 
myocardial infarction can lead to the eon- 
servation of human lite by keeping useful 
citizens gainfully emploved. Remember that 


of every three drivers involved in last year’s 
serious accidents’, says the booklet. 

Although there was only a small increase 
in the total number of pedestrian fatalities 
during 1950, there was a sharp inerease in 
the number of persons killed crossing streets 
between intersections. ‘‘Jaywalking’’ took 
the lives of 3,740 last year, an increase of 
240 over 1949. 

Last vear, for the’ second time since the 
war, the percentage of 18 to 24-year-old driv- 
ers involved in fatal accidents took a down- 
ward turn. But the booklet points out that 
while drivers in that age group, ‘‘make up 
well under 20 percent of the total of all driv- 
ers, last vear (the) group was responsible 
for more than 24 percent of 1950's fatal ae- 
cidents. 
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A.M.A. CONFERENCES 
The Conference of Presidents and other of- 
ficers of State Medical Associations was held 
in the Hotel Traymore, Atlantie City, on 

Sunday, June 10th. Some 200 persons at- 

tended this Conference and were rewarded 

by hearing four of the finest papers that it 
would be possible to hear, as follows: 

A Physician Views Medicine, by W. Andrew 
Bunten, M.D., of Cheyenne, Wyoming; 
Past President, Wyoming State Medical 
Society; President-Elect, Conference of 
Presidents and Other Officers of State 
Medical Associations. 

An Editor Views Medicine, by Edwin F. 
Abels, of Lawrence, Kansas, Past Presi- 
dent, National Editorial Association; 
Editor, The Lawrence Outlook. 


ay 


A Clergyman Views Medicine, by Most Rev- 
erend John J. Wright, D.D., Ph.D., Ro- 
man Catholic Bishop of the Diocese of 
Worcester, Massachusetts. 

A Legislator Views Medicine, by Hon. Richard 
M. Nixon, of Whittier, California, United 
States Senator from the State of Cali- 
fornia. 

This Conference was presided over by our 
old friend, Julian P. Price, M.D., of Florence, 
South Carolina. The Journal will present 
these four splendid papers just as soon as the 
Conference releases them for publication. 

A second conference, also on June 10th, 
was held by the Federation of State Medical 
Boards of the United States, to arrange the 
program for the next meeting of the Federa- 
tion, which will be held next February in 
Chicago. As a member of the Executive Com- 
mittee of the Federation, we assisted in the 
drafting of a very worthwhile tentative pro- 
gram, which we hope may become the actual 
program. 

The third conference was held on Monday, 
June 11th by the Medical Society Executives 
Conference, which is a comparative new or- 
ganization of the executives of state and coun- 
ty medical societies throughout the nation, 
and which now has a membership of 166. 
Since Delaware’s Executive Secretary is only 
in his fourth year in that position and still 
has many important things yet to learn, we 
found this a most interesting and instructive 
Conference. We brought home with us sev- 
eral ideas which we feel sure will contribute 
to the efficiency of the work we are doing 
here at home. This Conference was attended 
by over a hundred persons. 


Hanpb-Ovut De Luxe 
Although responsible officials have ‘‘noth- 
ing to say,’’ there is no reason to doubt the 
well-documented report that the Administra- 
tion will urge Congress to establish a system 
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of tree hospitalization for men and women 
over the age of 65. It sounds like something 
that Osear R. Ewing, Federal Security Ad- 
ministrator and a welfare-stater of the first 
order, would dream up and the President 
could turn it into a useful weapon in the 
1952 election campaign. Buying votes with 
the people’s money is an old Roosevelt-Tru- 
man custom. 

We are bound to say that politically it is 
an ingenious scheme. If Congress falls for it 
—which now seems unbelievable—-the Presi- 
dent can explain to the 7,000,000 citizens elli- 
gible for its benefits that this 1s what he has 
done for them. If Congress throws it into the 
ash ecan—where it belongs—he can tell them 
that he did his best but a reactionary Senate 
and House blocked the way. In either in- 
stance he garners votes for himself. It’s a 
case of *‘heads I win, tails you lose.”’ 

No attempt has been made so far to de- 
termine what the program would cost—in 
these Fair Deal days that is a secondary con- 
sideration—but it takes no great imagination 
to see that the burden imposed on the tax- 
pavers would be of staggering proportions. 
The question also arises whether there are 
enough hospitals in the country to take care 
of those who would be entitled to admission. 
With treatment free hundreds of thousands 
who now have no difficulty in getting well at 
home, would rush to hospitals at the first sign 
of the slightest illness. 

Regardless of political consequences Con- 
gress should see to it that nothing comes of 
this proposal for what might easily become 
au record-breaking governmental hand-out. 


—EKditorial, Baltimore Sun, June 8, 1951 


ExecuTiIvE DEPARTMENT NEw POWERS 

Testifying before the Preparedness Sub- 
committee of the Senate Armed Services Com- 
mittee, George F. Lull, M.D., secretary and 


general manager of the American Medical As- 
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sociation, spoke in opposition to Section 23 
of Senate Bill 1.' 


‘‘authorizes the President to socialize medical 


‘*This section,’’ he said, 


eare and hospitalization for a large segment 
ot the population by providing for the physi- 
cal and mental rehabilitation by the Federal 
government of registrants who are rejected 
for failure to meet standards for physical and 
mental fitness prescribed by the Secretary of 
Defense. This is a request by the Executive 
Department for vast new powers and Federal 
expenditures In an area only remotely con- 
nected with defense. Here, in the guise of a 
national defense measure, is a new health pro- 
posal that surpasses, in the extent to which 
it nationalizes medicine, even the compulsory 
health imsurance bills that have been intro- 
duced for so many years.”’ 

The American Medical Association thor- 
oughly supports the concept that those indi- 
viduals who cannot meet the physical and 
mental requirements of Selective Service 
should be rehabilitated, but it equally strongly 
opposes the idea embodied in Section 23 that 
this responsibility belongs to the Federal gov- 
ernment. It believes that such individuals 
should seek rehabilitation from the many 
sources of medical and hospital care that al- 
ready exist and that those sources can_ be 
mobilized in a voluntary way to provide the 
services necessary at a cost that registrants 
ean afford. .... 

The effort to utilize an important defense 
measure to promote a wide expansion of gov- 
ernment medicine is a flagrant attempt to 
circumvent the will of Congress and of the 
people. It represents a disregard for publie 
opinion that bodes ill for the future of our 
It this 


extensive Federal program costing billions of 


country, and it must be prevented. 


dollars is set in motion, it will eventually de- 
stroy the present framework of medical care 
that has placed the United States of America 
in its present enviable position among the 


SBS 
w 

4 4 

Z 

¢ 

| 

q 

3 

4 

4 

Fy 

4 

f 

| 

2 

= } 

F 

4 

F 

: 

. 

fy 

= 
“he 


JUNE, 1951 


nations of the world and replace it with a 
rigid, government-controlled system. 

The American Medical Association and its 
52 constituent and 2,000 component societies 
stand ready to direct their resources to the 
development of a rehabilitation program for 
registrants with physical or mental defects 
that are remediable. We would be happy to 
cooperate with the Selective Service System 
and the Secretary of Defense in developing 
such a voluntary program, which would re- 
tain the present American system of medical 
care. 

‘‘We urge the Committee, therefore,’’ Dr. 
Lull said, ‘‘to delete Section 23 in its en- 
tirety as unnecessary, costly in its activation, 
and drastie in its implications.’ 

It is highly probable that, in the vastly in- 
creased mass of proposed Federal legislation, 
attempts of this kind will be repeatedly en- 
countered. Merely because the present Con- 
gress seems to be unfavorable to socialist plan- 
ners is no reason to relax our vigilant scrutiny 
of proposed defense measures for just such 
attempts to accomplish piecemeal something 
which could not be effected in a straightfor- 
ward manner. 

The urgent need for legislative action to im- 
plement the too long delayed rearmament and 
military expansion program of this nation is 
almost certain to produce a flood of bills of 
The policy of the ad- 


ministration, it would seem, has been and is 


vast scope and effect. 


to propose a tax program to implement its 
military and nondefense spending ideas and 
then to write a budget around the revenue. 
No serious or, as far as we know, even sham 
proposal has been recently made to cut non- 
defense spending except those of Senators 
Paul Douglas and Hubert Humphrey. The 
latter declared that ‘*216 billions of political 
fat could be boiled out of the budget.’ The 
New Deal phrase ‘‘tax and tax, spend and 
spend’’ defines the order of importance po- 


litieally. 
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Under these circumstances, it would be ex- 
pecting too much of human nature and espe- 
cially political human nature not to try for 
accomplishment, by indirection, of the socialist 
aims for nationalization of the profession. 
Keep an eye peeled for more of the same 
trickery. 

—Editorial, VN. Y. St. J. M., May 1, 1950 


1 January 30, 1951 
2 Comments No. 1—82nd Con 1 January 31, 1951. 
3 Daily News, February 6, 19: e * 


BLuE Cross Eviminates Hospira X-Ray 
SerRvicE Benerits IN 

For many years numerous editorials have 
appeared in this publication deploring the in- 
clusion of various medical services in most I]- 
linois Blue Cross insurance contracts. These 
contracts have included an every increasing 
number of medical services, namely anes- 
thetics, laboratory and x-ray examinations, 
electrocardiograms, physical therapy treat- 
ments, first aid treatment, and x-ray therapy. 
In other words, what started out to be pure 
hospitalization insurance now ineluded an in- 
creasing number of medical services, which 
properly could only be rendered by legally 
licensed physicians. All this tended to drive 
more patients into hospitals and to centralize 
the practice of medicine there. We have pre- 
dicted that eventually the cost for these serv- 
ices would become so great that the scheme 
would backfire, and the policies would no 
longer be readily saleable to those in the low 
income group, which is the group for which 
the insurance was originally designed. We 
have pointed out! that it is not necessary to 
include medical services in Blue Cross econ- 
tracts to make them saleable and have cited 
the splendid success of Blue Cross in the 
State of Missouri, where medical services have 
never been included in the contract. 

Apparently the rising cost of hospitaliza- 
tion has finally ‘‘caught up’’ with the Big 
Illinois Blue Cross Plan which includes the 
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entire Chicago area and most of the downstate 
Illinois counties—approximately 2,000,000 
people. Most subscribers have recently been 
sent an endorsement to attach to their present 
hospitalization contract which reads: *‘ Hos- 
pital services shall not inelude x-ray examina- 
tions or x-ray treatments or therapy, whether 
rendered to a Member as an in-patient or in 
connection with out-patient service, the Mem- 
ber shall pay for all x-ray examinations, treat- 
ment and therapy.’ 

We are proud of the part we may have 
played to help bring about this long delayed 
and mueh overdue change in most of Illinois 
and hope that the Directors of the Blue Cross 
Plan for Hospital Care (Tll.) will ‘‘ follow 
through’’ and eliminate the other objection- 
able medical services, using Missouri Blue 
Cross as their guide. If this is done the price 
of the contract can be reduced and this should 
greatly help to cover many additional thou- 
sands of people. After all, isn’t this the 
principal goal of the voluntary insurance plan 
to head off government compulsory health in- 
surance? If everyone voluntarily carries a 
hospitalization insurance contract, there will 
be no need for, nor will the government at- 
tempt to invade such a field. H. S. 

—Editorial, Miss. Valley, M. J., May, 1951 


1. Swanberg, Harold: Missouri—the State With the Ideal 
Blue Cross Hospitalization Contract. Mississippi Val- 
ley M. J., 69:83-84, April 1947. 


NO MEDICAL EMERGENCY 

Atlantie City, June 12—Declaring that ‘‘no 
health erisis or medical emergency exists in 
this country,’’ Dr. John W. Cline of San Fran- 
cisco, new President of the American Medieal 
Association, warned here tonight that the real 
danger lies in the double threat of war abroad 
and loss of freedom at home. 

In his inaugural address, broadeast nation- 
wide during ceremonies at the 100th annual 
session of the AMA, Dr. Cline expressed ‘‘ deep 
and abiding faith in the intelligence and in- 
tegrity of the American people,’’ adding that 
‘they will respond as they did when their 
medical welfare and their medical freedom 
were threatened.’”’ 
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The new President of AMA thanked the 
American people for having ‘‘spoken out 
clearly and emphatically’’ against socialized 
medicine during the past two and one-half 
years. He called for constant vigilance, how- 
ever, and said that American doctors will con- 
tinue to ‘‘oppose socialistie schemes which 
would jeopardize the freedom of any segment 
of our society.”’ 

Dr. Cline, devoting the bulk of his address 
to a report on the nation’s medical advances 
and on the work of the AMA, linked Ameri- 
can medical progress with the country’s tra- 
dition of freedom and initiative. 

‘*American medicine has gone steadily for- 
ward,” he said. ‘‘Some of the once great 
medical systems of the Old World have falter- 
ed and declined under stultifying Govern- 
ment control while American medicine has 
forged into a position of world leadership. 

‘*‘American medicine could not have at- 
tained its present position without the assist- 
ance and cooperation of our educational in- 
stitutions, our scientists, our colleagues in 
public health, our hospitals, nurses, dentists, 
labor and management, and all the American 
people—working with initiative and inde- 
pendence toward the same goal. Together 
we have made great progress in the fight 
against death and disease, until today we are 
the healthiest large nation in the world.’ 

Outlining the many public service activities 
of the AMA, Dr. Cline said that *‘ American 
medicine eagerly assumes its responsibility 
to provide medical care of ever higher stand- 
ard for the American people and to bring that 
care progressively within easier reach of 
those who require it.’’ 

Referring to the medical profession's ¢am- 
paign against National Compulsory Health 
Insuranee, Dr. Cline declared: 

‘The critical struggle to remain a free pro- 
fession was not of our asking, but was forced 
upon us by those who have lost faith in tra- 
ditional American concepts, and by those who 
hold the welfare of the American people to 
be less important than their own political 
advantage.” 
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BOOK REVIEWS 


Handbook of Obstetrics and Diagnostic 
Gynecology. By Leo Doyle, M.D., Illustrated 
by Ralph Sweet. Pp. 240. Paper. Price, 
$2.00. Palo Alto, California: University 
Medical Publishers, 1950. 

This pocket size handbook presents the most 


essential features of obstetries and diagnostic 
gynecology. The information it contains is 
well outlined and carefully indexed so that it 
is easily available. While the author cautions 
that this is neither a textbook nor a reference 
book, the reader will find procedures so well 
illustrated and the treatment so complete and 
up-to-date that it can be a very handy refer- 
ence book for the general practitioner or even 
the specialist. | 


Hospital Staff and Office Manual. By T. 
M. Larkowski, M.D., and A. R. Rosanova, R. 
Ph., M.D. Pp. 428. Cloth. Price, $4.95. 
Great Neck, New York: Romaine Pierson Pub- 
lishers, Inc. 1951. 


The material covered in this small book in- 
cludes practically all phases of medicine. 
This precludes any complete outline or dis- 
cussion of any particular subject. Actually, 
it is merely an outline of essential diagnoses, 
practical therapeutics, diagnostic aids, labora- 
tory procedures, technics and surgical oper- 
ations. However, the information given for 
diagnoses, treatment, and laboratory findings, 
is by no means up-to-date or complete and 
one must refer to appropriate texts or current 
literature when any special disease is inves- 
tigated. The authors justly point out that 
this book is designed to remind and guide 
those who are already acquainted with the es- 
sentials of medical practice. 

The usefulness of this book to the general 
practitioner as an office manual is indeed 
limited; it may serve a useful purpose to 
medical students and hospital staffs as a re- 
fresher medical outline. 


Immunology. By Noble Pierce Sherwood. 
M.D. Third Edition, Illustrated. Pp. 731. 
Cloth. Price, $8.00. St. Louis: C. V. Mosby 
Company, 1951. 

Immunology is becoming a more important 


subject in medicine since the isolation of spe- 
cific antibodies. The influence of nutrition, 


especially proteins, in the production of pro- 
tective antibodies and the increase of resist- 
ance to infection are of practical importance 
in medicine. 
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This volume includes discussions of up-to- 
date literature and research in the underly- 
ing principles involved in infection, resist- 
ance, and diagnostic laboratory tests. Empha- 
sis has been placed throughout on new points 
of view relative to natural and acquired im- 
munity and allergy. Rh and Hr factors of 
human blood and hypersensitiveness due to 
infection are discussed in detail. 

Those interested in bacteriology and com- 
municable diseases, as well as medical stu- 
dents, will find this a very valuable book. A 
complete bibliography is given at the end of 
each chapter. 


The Audiology Clinic. By Moe Bergman, 
Ed.D. Pp. 107. Paper. Price, $1.00. Chicago: 
The Audiology Foundation, 1104 South Wa- 
bash Avenue, 1951. 

This is a monograph sponsored by the 
Audiology Foundation and published by the 
Acta Otolaryngologiea. The author is chief 
audiologist, Audiology Clinic, New York Re- 
gional Office, Veterans Administration, New 
York City. 

Hospitals which have started or are plan- 
ning to start, a clinie for the rehabilitation 
of the acoustically handicapped will find this 
publication of value to them. The program 
outlined here involves education of the allied 
medical sciences and the public in the pre- 
vention of deafness and to the many needs 
of the acoustically handicapped. A complete 
diagnostic and prognostic hearing and speech 
service is stressed. ‘‘Choosing a hearing aid’’ 
is only a part of the function of these elinies. 

A selected bibliography is given which 
covers the various fields of hearing rehabili- 
tation. 

The Delaware Hospital, in Wilmington, has 
just opened an Audiology Center to serve the 
people of Delaware. 


Cancer As I See It. By Henry W. Abel- 
mann, M.D. Pp. 100. Cloth. Price, $2.75. 
New York: Philosophical Library, 1951. 


The so far unsolved riddle of cancer has 
brought forth many theories regarding the 
cause of this destructive disease. Abelmann 
discusses the many theories concerning the 
growth of cancer cells and compares them 
with the parasitie growth of the mold fungus. 
He entertains the possibility of cancer being 
a chronic infectious disease. 
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As has been the policy of the cancer so- 
cieties, the author emphasizes the importance 
of edueating the public to the necessities of 
undergoing periodic examinations in the hope 
that cancer may be detected and treated early. 

The reasoning and examples given by the 
author should be of interest to all individuals 
working in the field of cancer. The laity as 
well as the medical profession will find this 
little book stimulating. 


The Hebrew Medical Journal 

The appearance of the Spring issue, Vol- 
ume 1, 1951, of THe Mepicau 
JourRNAL (Harofe Haivri) inaugurates the 
24th suecessful year of its publication under 
the editorship of Moses Einhorn, M.D. Writ- 
ten in Hebrew, with English summaries, the 
Journal is a contribution to the development 
of the Hebrew medical literature, and thus 
aids the newly established Hebrew University 
Medical School in Jerusalem. 


In the medical section, among the articles 
Brain Tumors—Prognosis 
Based on Their Morphology, by Dr. Joseph 
H. Globus of Mt. Sinai Hospital; The Modern 
Approach to the Management of the Failing 


of interest are: 


lieart, by Dr. A. B. Rimmerman, of Chicago; 
und Modern Coneepts in the Diagnosis and 
Treatment of Marital Infertility, by Dr. Ab- 
ner I. Weisman, of New York City. 

Under the heading of ‘‘ Israel and Health’, 
yr. Chaim Berlin discusses ‘‘Venereal Dis- 
eases in Israel’’, and the subject ‘‘The Care 
of Deat-Mutes in Israel’? is presented by Dr. 
Mordecai Hexter. 

In the section Old Hebrew Medical Manu- 
scripts, Dr. Zussmann Muntner, of Jeru- 
salem, presents a treatise on Persian Medi- 
cine and Its Relation to Jewish and Other 
Medical Science—Commemorating the Millen- 
nium of Avicenna; and Dr. Leon Nemoy, of 
Yale University, writes on Medical Material 
in the Code of Karaite Law of Elijah Bashy- 
atchi. 

For further information, communicate with 
the editorial office of the Hebrew Medical 
Journal, 983 Park Avenue, New York 28, N. Y. 
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No More Rebates 

The Commissioner of Internal Revenue of 
the United States has stated that amounts paid 
by taxpayers engaged in the business of grind- 
ing, fitting and selling eyeglasses and spec- 
tacles to oculists, and representing one-third of 
the retail price of all eyeglasses and spectacles 
purchased by patients sent to them by oculists 
are not deductible on income tax returns. 

And a Federal Court has ruled that sinee 
these kickbacks ‘‘corrupt the fiduciary rela- 
tionship between physicians and patients and 
result in a violation of the duty of loyalty, 
they are opposed to publie policy and there- 
fore not deductible as ordinary and necessary 
business expenses by these taxpayers.’’ 

As a result, 3300 eve doctors and four op- 
lical companies pledged themselves not to give 
or accept rebates on glasses and thus ended a 
five-vear civil anti-trust suit at Chicago. 

The Government says the Court’s ruling will 
‘‘deal a death blow to the rebating practice 
in the optical industry,’’ and points out that 
the medical profession has always been op- 
posed to such practices. 

In the Principles of Medical Ethies of the 
American Medical Association, is the follow- 
ing: 

‘‘It is unprofessional to accept rebates on 
prescriptions or appliances, or perquisites from 
attendants who aid in the care of the pa-. 
tients. 

‘‘When a patient is referred by one phy- 
sician to another for consultation or for treat- 
ment, whether the physician in charge accom- 
panies the patient or not, it is unethical to 
give or to receive a commission by whatever 
it may be called or under any guise or pretext 
whatsoever. ’ 

It is a healthy habit to study the Principles 
of Medical Ethies once in a while and so con- 
duct ourselves that the profession to which 
we have dedicated our lives may continue to 
be a shining light and a gleaming example 
of unselfish service to all mankind. 

To this end all doctors can give material aid 
in the extermination of unethical practices by 
reporting in future any violations that come 
to their attention. 

Phila. Med., June 16, 1951. 


f 3 
i 
| 
4 4 
‘ : 
‘ 4 
5 : 
& 
; 
: 
; 
“4 
- 
3 q 
as 
£ 
pe = 
ok 
4 
j 
| 
ey 


JUNE, 1951 


DELAWARE STATE MepicaL JOURNAL 


Not only enough bulk 
eee but plenty of water 


Wits 


SEARLES 


ee 


To assure the patient of the necessary quantity of liquid and natural mucilloid 
expedient to the promotion of peristaltic movement, Metamucil is to be taken 
with a full glass of cool liquid and may be followed by another glass of liquid 
if indicated. 


Metamucil, mixed with water, produces: 


a bland mass which is intimately miscible with the intestinal contents and 
is extended evenly throughout the digestive tract 


gentle stimulation of the bowel wall, initiating normal reflex peristalsis 
medium stools—not hard, not soft 

no irritation, straining, impaction and 

no interference with digestion or absorption of oil-soluble vitamins. 


METAMUCIL® is the highly refined mucilloid of Plantago ovata (50%), a seed 
of the psyllium group, combined with dextrose (50%) as a dispersing agent. 
G. D. Searle & Co., Chicago 80, Illinois, 
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Meat... 
in the Low-Sodium Diet , 


Clinical experience’? and investigative data* indicate that the liberal use of 


meat may not be contraindicated when sodium intake must be restricted. | 
Because unsalted meat contains only relatively small amounts of sodium, : 
while contributing importantly to other nutrient needs, meat deserves special | 
consideration in very-low-sodium diets, in sodium-poor diets, and in no-extra- ‘] 
sodium diets. | 
Table I lists the amounts of sodium® in three kinds of meat. Table II gives 
the estimated amounts of sodium in hospital diets planned for cardiorenal 


vascular patients.‘ 
SODIUM IN MEAT? 


Sodium Provided 
by 60 Gm. Serving 


Sodium Provided 
by 100 Gm. 


Beef, without bone 


32 mg. 


53 mg. 


Lamb, without fat 


66 mg. 


110 mg. 


Pork, without fat 35 mg. 58 mg. 
| Table | 
SODIUM IN HOSPITAL DIETS‘ 
| Sodium-Poor Diets* | Dictt | 
| 40 Gm. 70 Gm. 100 Gm. 130 Gm. 70 Gm. 
Protein Protein Protein Protein Protein 
t | 400 mg. Na! 500 mg. Na| 800 mg. Na | 1,000mg. Na| 200 mg. Na 
Table I! 
*Foods prepared and served without salt. 
+Weighed diet. May contain 4 oz. of unsalted meat. ‘i 


(Normal diets contain approximately 4 Gm. of sodium daily.) 


Hence, the data here shown indicate that relatively generous amounts of 
meat may be included in low-sodium diets. 

Meat serves well in the therapeutic objective of maintaining a high state of 
nutrition in patients with congestive heart failure or nephritic edema by pro- 
viding valuable amounts of biologically complete protein and of B complex 
vitamins, including the recently discovered B,». 


Wheeler, E. O.; Bri W. C., and White, P. D.: Diet Low in Salt (Sodium) in Congestive Heart 
Failure 133:1 4) 1947. 
2. Wohl, M. G., and Schocsbers, N. G.: Dietotherapy (Cardiovascular Disease), in Jolliffe, N.: Tisdall, 
F., and Cannon, P. R.: Clinical Nutrition, New York, Paul B. eye Inc., 1950, chap. 27. 
3. ane E.; McDonald, T. C.; Niedermeier, W., and Schwartz, M. C.: Survey of the Sodium and Potas- 
sium Content of Foods and Waters by the Flame Photometer, ed. Proc. 6:402 (Mar.) 1947. 
4. Mayo Clinic Diet Manual, Philadelphia, W. B. Saunders Company, 1949, p. 113. 


The Seal of Acceptance denotes that the nutri- 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition of the American Medical Association. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N.C. 3411 


Patronize 
Your 
Advertisers 


DELAWARE ACADEMY OF 
GENERAL PRACTICE 


Announces a Postgraduate Course in 


ELECTROCARDIOGRAPHIC 
INTERPRETATION 


By Dr. George D. Geckeler and Associates of the 
Cardiology Department, Hahnemann Medical 
College at the 


WILMINGTON GENERAL HOSPITAL 


Wednesdays 1:00 to 4:00 P. M. for 8 Sessions 
starting September 12, 1951 
This course is designed to give the General 
Practitioner intensive training in electrocardi- 
ography with emphasis on basic principles 


unipolar precordial and limb leads and clinical 
electrocardiography. 


Tuition. $50.00 


Registration Fee for Non-Members of 
A.A.G.P. $5.C0 


CLASS LIMITED 
Apply to 
J. Jesse Selinkoff, M.D. Education Chairman 
1305 New Road, Wilmington 5, Del. 


Prescription 
Perfect 


RED LABEL ¢ BLACK LABEL 
Both 86.8 Proof 


Every drop of Johnnie Walker is made 
in Scotland—using only Scotland’s 
crystal-clear spring water. Every drop 
of Johnnie Walker is distilled with the 
skill and care that comes from many 
generations of fine whisky-making. 


Every drop of Johnnie Walker is 
guarded all the way to give you perfect 
Scotch whisky. ..the same 

high quality the world over. 


Born 1820 . . . still going strong 


JOHNNIE 
WALKER 


BLENDED SCOTCH WHISKY 
Canada Dry Ginger Ale, Inc., New York,N.Y ., Sole Importer 
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Jefense 3 your Job, too-how to hefp your county now 


TEAM UP WITH THESE TYPICAL AMERICANS 
IN THE PAYROLL SAVINGS PLAN! 


* “The Defense* Bonds I bought through Payroll Savings 
in "41 helped me to buy my new home!” says G. F. Nelson, 
manufacturing technologist at Shell Oil Company. Con- 
gratulating Mr. Nelson is Shell Vice President and 
former Air Force General “Jimmy” Doolittle, who adds, 
“At Shell we believe in Payroll Savings—it’s a patriotic 


and practical way to do a job for defense!” Pasquale Santella, millwright at United States Steel 


Company’s Carrie Furnaces of the Homestead District 
Works, has a very personal reason for buying Savings 
Bonds. As he told C. EF Hood, United States Steel Com- 
pany executive vice president, “My son Tony, 19, is missing 
in Korea. Used to be I bought bonds because it was my 
duty and it was a good way to save money. Now I want to 
help lick the Reds and get Tony back. I buy one bond 
every payday and when Uncle Sam needs more money, 
I'll buy more bonds.” He has bought bonds regularly since 
1943; has never cashed one. 


“US Savings Bards are Defense Boras 


when I retire,” SP Engineer Frank Bacher tells his old 
friend, A. T. Mercier, President of the Southern Pacific 
Railroad. “They're an extra step toward independence Topay join with these Americans — business leaders 


in which the reilzoed helped me by encouraging me to join and employees—in their drive to make our country 


the Payroll Savings Plan.” 
and our citizens more secure. If you’re an employee, 


go to your company’s pay office now and start buying 
U. S. Defense Bonds through the Payroll Savings 
Plan—the safe, sure way to save for America’s defense 
and for personal dreams-come-true. 


If you’re an employer, and have not yet installed 
the easily handled Plan, you will soon be contacted 
by one of industry’s leading executives. Sign up with 
him—and help him put the Plan in every company! 
It’s a practical, hard-sense way to help preserve our 
nation’s future, its fortune, and the very institutions 
that make our lives worth while! 


*% Mrs. Eleanor Minkwic, drill press operator of Bur- 
roughs Adding Machine Company, introduces her Army 
veteran son Vernon, to her boss, Burroughs President 


John S. Coleman. “In 1942 I began buying Bonds 
through Payroll Savings at Burroughs,” says Mrs. Mink- Your Government does not pay for this advertising. It is donated by this publication 
wic. “Today they’re helping Vernon’s G.1. allowance to in cooperation with The Advertising Council and the Magazine Publishers of America. 


see him through college!” 
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PARKE 


Institutional bor 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia - Pittsburgh 


e maintain 
prompt city-wide 
delivery service 
for prescriptions. 


CAPPEAU’S 


Drug Store of Service 


DELAWARE AVE. at DUPONT ST. 
Dial 6-8537 


HANCE 
HARDWARE CO. 


4th and Shipley Sts. 
Wilmington, Del. 


FRIGIDAIRE APPLIANCES 
EASY WASHERS 
TOOLS 
BUILDERS’ HARDWARE 


Tel. - Wilm. 5-6565 


ECKERD’S 
DRUG STORES 


COMPLETE 
DRUG SERVICE 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 
723 Market Street —- 513 Market Street 


900 Orange Street 
WILMINGTON, DELAWARE 
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Physicians’ and Surgeons’ 


Liability Insurance 


at 


Low Group Rates 


You may avoid unpleasant situations 
and heavy expense through New 
Castle County Medical Society’s 
Group Professional Liability Insur- 
ance. 


Rates substantially lower 


As Administrators of this plan, we ojfer 
complete service. 


Write or Phone 


J. A. Montgomery, Inc. 
DuPont Bidg. 10th & Orange Sts. 
Phone Wilmington 5-656] 


If it’s insurable we can insure it 


satisfaction 
comes first with the baker 
where a “KNOWN bread is 
featured. Quality with us is 
never an accident but the 
result of good intention and 

A, sincere effort. 
Freihofer’s 


CLOVER DAIRY 
CONCENTRATED MILK 


Fortified with Vitamin D (400 USP Units of 
activated ergostrol per reconstituted quart). 
With the addition of two parts of cold water 
to one part Sealtest Concentrated Milk, it 
has the same body, homogeneity, keeping 
quality, flavor and nutritive value as homog- 
enized whole milk. No cooked flavor. 


@ For Infant Feeding 
@ For Soft Curd Diets 


Sweet, pure whole milk ... 
pure, pasteurized, 
homogenized ... with 75% 


of water removed 


Preliminary laboratory analysis indicates 
soft curd properties and low curd tension of 
reconstituted Sealtest Concentrated Milk, 
making it useful in infant feeding and for 


people needing a soft curd milk. 


MAY WE SEND YOU 


A SAMPLE CARTON 
FOR YOUR 
EXAMINATION? 
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DANFORTH DRUG STORE, Inc. 


124 Market Street, Wilmington, Del. 
PRESCRIPTION SPECIALISTS 


Agents for all 
Principal Biological, Pharmaceutical and 
General Hospital Supplies 


Complete and Fresh Stock Always on Hand 


WE FEATURE CAMP BELTS 


EXPERT FITTERS OF TRUSSES 


PHONES 5-6271 — 5-6272 WE DELIVER 


ACCIDENT e HOSPITAL e SICKNESS 


INSURANCE Baynard Optical 


For Physicians, Surgeons, Dentists Exclusively 
Company 


PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 60 TO = 
Prescription Opticians 
200.60 00 accidental death $8.00 Pp 
eekly indemnity, accident and sickness Quarterly —== 
weekly indemnity, accident an ess y eee . 
15,000.00 accidental death $24.00 We Specialize in Making 
5.00 weekly indemnity, accident and sickness Quarterly Ss tael dL 
20,000.00 accidental death $32.00 
100.00 weekly ne accident and sick- Quarterly According to Eye Physicians’ 
ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES N ° 
AND CHILDREN AT SMALL ADDITIONAL COST Prescriptions 


85c out of each $1.00 gross income used for 
members’ benefits 


$4,000,000.00 $17,000,000.00 


INVESTED ASSETS PAID FOR CLAIMS 
$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability pal —_ be incurred in line of duty—benefits 


the beginning day of disability 
summeneen CASUALTY ASSOCIATION 5th and Market Sts. 


PHYSICIANS HEALTH ASSOCIATION Wilmington, Delaware 


49 years under the same management 
400 First National Bank Building @ Omaha 2, Nebraska 
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EVERYTHING NEW IN DRUGS 


FOR DOCTORS ONLY! 


6-1380 is Brittingham’s unlisted telephone num- 
ber for the use of doctors only. . . . Phone your 
prescriptions to us and we will deliver them by 
fast motorcycle to any point in the city or sub- 
urbs. . . . No charge, of course! 


BRITTINGHAM’‘S 


PHARMACY 
Medical Arts Bidg. Del. Trust Bidg. 


Vewspaper | | | 
Printing 


Expert Craftsmen 


The knee-joint cross- 
of our business is the 


Hanger Artificial 
printing of all kinds Limbe are not com- 

plicated mechanisms, 
not loosely-fitted pieces, but a few expertly-machined 
parts carefully assembled by experts. The simple 
construction making possible the efficient operation 
of Hanger Limbs is the result of long study and re- 

search. It is dependent on precision-made 

& properly assembled. Hanger craftsmen are carefully 
selected and trained for this important work. Each 


eveloped by years of experience. 
| HANGERS 
Printing Department LIMBS 


Established 1881 334-336 N. 13th Street 
Philadelphia 7, Penn. 


An important branch 


CER ELE. 


of weekly and monthly 


papers and magazines 


Printers of The Delaware State Medical Journal 
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FRAIMS DAIRIES 
Chality Dairy Products 


Since 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Delaware Phone 6-8225 


Howers 


Geo. Carson Boyd 


at 21/6 What 10th, 
Phone: 4388 


NYLON SURGICAL ELASTIC 
STOCKINGS 


Unconditionally Guaranteed! 


For varicose veins, lymph 
stasis and other swollen 


To keep 

your car running 
Better — Longer 
use the 

dependable friendly 
Services you find at 
your neighborhood 


Service 
Station 


DIAMOND 


or flabby leg conditions. 

At reliabl opplianc 

drug ond dept. stores everywhere. oth 


JOHN B. FLAHERTY CO., Inc., BRONX, N.Y. / 


Since 1898, Moarufacturers of Surgical Elastic Supports 


JOHN G. MERKEL 
& SONS 


ysicians — Hospi la L 
claboratory—Snvalid Supples 


PHONE 2-2516 


1208 King Street 


Wilmington, Delaware 
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Enjoy instant, plentiful hot water 


For downright conven- With an Automatic Gas 
ience, comfort and health 


of your family — you WATER HEATER 
should have an ample, 
reliable supply of hot 
water! With an Auto- 
matic Gas Water Heat- 
er in your Home, you're 
sure of all the hot water 
you want, when you want 
it. For lightening house- 
hold tasks, bathing, 
cleaning, dishwashing, laundering and many 
other uses. Besides, you save time and worry, 
for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation 
of an Automatic Gas Water Heater in your 
home now. Ask your Plumber, or stop in to 
see us. 


| 


Garrett, Miller & A Store for... f 
Company Quality Minded Folk 
Electrical Contracting Vho are Thr ift Conscious 
Lighting 
Philco Distributor LEIBOWITZ’ Ss 
ee 4th and Orange Sts. 224-226 MARKET STREET 
Wilmington ---- Delaware Wilmington, Delaware 
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seeks 


be refreshed of course 


pause for sure... 


TRADE-MARK ® 
TRADE -MARK ® 
Ask for it either way ... both 
trade-marks mean the same thing. 


COPYRIGHT 1950, THE COCA-COLA COMPANY 
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The PABLUM family now indudes 
precooked infant cereals 


Under the one trusted name PABLUM®, 
physicians may now prescribe four pre- 
cooked infant cereals. 

The original Pablum, world’s first pre- 
cooked enriched cereal, is now PABLUM 
MIXEDCEREAL. Pabena® is now PABLUM 
OATMEAL. And two new Pablum cereals 
are available—PABLUM BARLEY 
CEREAL and PABLUM RICE 
CEREAL. 

A new manufacturing process 
brings out the full, rich flavor of 
all the Pablum cereals. 

The new Pablum packages, de- 
signed for superior protection, 
safeguard flavor and freshness. 


Pre Cooked 
LEY CEREAL 


Only Pablum cereals have the conven- 
ient ‘‘Handy-Pour”’ spout that opens and 
closes with a flick of the finger. 

Pablum Oatmeal, Barley and Rice 
cereals provide welcome flavor variety 
and find application when the physician 
prefers a single grain cereal. 

If allergies are involved, Pablum 
Rice Cereal is especially valuable— 


Mh not only for infants but for older 


> patients. 
i Behind all four Pablum Cereals 


are the experience and reputation 
of Mead Johnson & Company, pio- 
neers in nutritional research for 
almost half a century. 


MEAD JOHNSON & CO. 


EVANSVILLE 21,1°1N D., U.S.A. 
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